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Digitalis purpurea. 


Appearance 


Amorphous white powder. 


Uniformity 


Constant from batch to batch. 


Absorption 


Rapid and complete from gastrointestinal tract. 


Route of administration 


Oral. 


Dissipation 


Rate of excretion between the rapidly excreted 
Digoxin and slowly excreted leaf or digitoxin. 


2.5 mg. first, then 1.0 mg. every 6 hours, or 


Less toxic than other glycosides. Digitalizing 
dose is about 1/3 amount of the toxic dose. 


1.0 mg. every 4-6 hours until toxic or therapeutic 
effect appears (usually 24-48 hours.) 


= : D A single dose of 1.5 mg. daily, or 0.5 mg. t.i.d. until 

toxic or therapeutic effect appears (usually 4-7 days). 
* Same as for other glycosides, i.e., anorexia, nausea, 
Symptoms of toxicity vomiting, beats, ST-T changes. 


Simple dosage equivalent: 0.5 mg. (1 tablet) of Gitaligin is. 
approximately equivalent to 0.1 Gm. (114 gr.) digitalis leaf. 
Gitaligin is supplied in 0.5 mg. tablets, deep scored for 

accuracy and flexibility of dosage—in bottles of 30 and 100. 


Gitaligin is accepted by the Council on Pharmacy and 
Chemistry of the American Medical Association. 
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Stress Formula Vitamins Lederle 


When the body is subjected to unusual physiologic stress, the 
need for dietary supplementation with the essential vitamins 
is at its greatest. Such need arises: 


After sustaining fractures and other serious trauma. 
When there has been serious vitamin depletion. 
After sustaining second or third degree burns. 
In severe illness. In postoperative states. 


Each Capsule Contains: Pyridoxine HCI (Be).............. 2 mg. 
Thiamine Mononitrate (Bi)........ 10 mg. 4 megm. 
100 mg. Calcium Pantothenate............. 20 mg. 
Pe re 300 mg. Vitamin K (Menadione)........... 2 mg. 
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Delegates Get Report 
on Medical Practices 


fvo Academy Members 
Serve on Committee 


Surgery Yields 
Greater Rewards 


SECRETARY'S NEWSLETTER 


JUNE, 1955 


Significant Events 


> Hottest issue before the AMA House of Delegates meeting 
in Atlantic City this week will likely be the recommenda— 
tions of the Committee on Medical Practices. Created by 
action of the House a year ago, the committee started its 
work at the peak of the ruckus over fee splitting which 
followed a series of blasts in the public press by Paul R. 
Hawley, cantankerous Director of the American College of 
Surgeons. It was instructed to "study the basic causes of 
fee splitting and other unethical practices that have been 
the subject of adverse publicity." 

The special committee has completed an intensive study and 
turned in what may be an epochal report to the Board of 
Trustees. The Board's annual report to the House of 
Delegates referred to the special committee's study, its 
conclusions and recommendations. But the report itself has 
been pigeon-holed by the Board of Trustees. 

Upon a motion by Academy president elect J. S. DeTar, the 
full report was blasted out on the floor of the House. This 
unprecedented action in overruling the Board of Trustees 
received the overwhelming support of the House. Copies will 
shortly be mailed to all Delegates and a full report will 
appear in an early issue of G.P. 


>» The Academy's past president, Stanley R. Truman , was 
chairman of the committee, with president elect J. S. DeTar 
also a_ a member. Other members are Felix L. Butte, James O. 
Graves, Leland S. McKittrick, and Walter L. Palmer. 

As reported here last January, the Board of Trustees 
apparently considered the report too hot to handle when it 
was received last November. When the AMA House of Delegates 
met in Miami the month following, the Board failed to 
distribute the report. Instead it advised the recom— 
mendations would receive further study. 


> The Board of Trustees' brief condensation of the special 
committee's findings indicates it concluded there simply 
isn't enough pathology requiring surgical therapy to go 
around. This point was brought out in a pseudonymous article 
published by GP in its May 1954 issue. Because of the 
greater financial rewards and higher status enjoyed by sur- 
geons, there is intense competition for surgical work. Yet 
all surgeons, young and old, are compelled by their special- 
ty boards to limit their practice to surgery. 

Two factors contribute to the competition for surgical 
work: One is restrictive regulations by surgical boards 
which forbid a young surgeon to engage in general practice; 
the other is the greater financial rewards enjoyed by 
surgeons. While the surgeon is frozen out of general prac— 
tice, the general practitioner is sometimes frozen out of 
surgery by discriminatory rules in some hospitals, regard— 
less of his qualifications as an individual. To prevent 
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Recognize Inequity 
to Economic System 


Recommends Scale 
To Equalize Fees 


as In Salk Shortage 


Here and There 
in Fewer Words 


the latter, the committee recommends "that the AMA dis- 
courage arbitrary restrictions by hospitals against general 
practitioners as a group." 


> These factors, says the Board of Trustees, are the basic 
causes of fee splitting. They also lead to other unethical 


practices and may encourage unnecessary surgery. Young 
surgeons are tempted to offer inducements to build up a 
practice; at the same time others may willingly, though 
clandestinely, endeavor to correct a well recognized 
inequity in our medical economic system by sharing a fee. 
To relieve pressures of an artificial and illogical 
disparity between fees for surgery and fees for diagnosis 
and medical therapy, the special committee recommends 
development by the AMA of a "relative value scale" for the 
whole practice of medicine and surgery. Equalization of 
fees could be approached either by raising fees received 
by internists, general practitioners and pediatricians, or 
by reducing the going fees for surgical procedures, or both. 
The Board of Trustees, however, feels the AMA should let 
"other specialty groups" or county societies experiment 
with the idea first. 


> Should the American Academy of General Practice assume the 
task of developing an index of value which could be applied 
to local fee levels and thus bring surgical fees into line 
with fees received by general practitioners? 

This will be a question the Board of Directors of the 
Academy must answer if the AMA declines to take any further 
action this week on its special committee's recommendations. 
The report of the Board of Trustees invites the Academy and 
other associations to undertake such studies. 


> With foundation spokesmen, press agents, and politicians 
all trying to get in on the act, the Salk situation boiled 
down to a simple fact with month's end: There isn't enough 
available vaccine this year to get excited about. Oveta 
Culp Hobby's impending resignation as HEW Secretary is for 
personal reasons and has no relation to the NFIP fiasco; our 
bet is on Nelson Rockefeller for her successor. Many 
persons are still unsatisfied with Basil O'Connor's explana- 
tions as to why the NFIP failed to make progress reports, 
thus alerting doctors and manufacturers to the news so 
grandiloquently released April 12. 

Apparently the month's delay in completion of first and 
second—graders' inoculations resulting from the freeze of 
vaccine stocks for "additional safeguards" revealed some 
dangerous deficiencies in Dr. Salk's safety checks when 
applied to mass manufacture. Meanwhile, the administration, 
from Eisenhower to Hobby to Keefer to Scheele were the 
targets of political haymakers who saw a chance to em- 
barrass them for a situation for which they were not re- 
sponsible and over which they had no control. The President 
and his staff steadfastly stuck by the recommendations 
of the professional committee (on which the Academy's 
Board Chairman Malcom Phelps serves) by opposing Government 
intervention, notwithstanding errant attacks by Sen. Wayne 
Morse and a heavy barrage from Democratic party leaders. 


> Reluctantly accepting the resignation of Dr. Holland T. 
Jackson who is seriously ill, the Board of Directors has 
appointed Dr. U. R. Bryner to the position of Treasurer for 
the current year ... UMW Welfare and Retirement Fund 
restrictive regulations barring general practitioners from 
participation are due for an airing in the AMA House of 
—_ Academy action will await indications of the AMA 
stand. 
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This Month’s Authors 


Edwin Boldrey, M.D., as a young man, went west—from the University of Indi- 
ana School of Medicine, to be exact, to the University of California School of 
Medicine in San Francisco, where, since 1940, he has been a faculty member. 
The author of ‘Cerebral Apoplexy” in this issue is making his initial appearance 
in GP. He took graduate training in Canada, at the Montreal General Hospital 
and at the Montreal Neurologic Institute, now serves the California School of Me- 
dicine as chairman of the department of neurologic surgery. We welcome his ap- 
pearance in our pages. 


Charles K. Hofling, M.D., is Renaissance man brought up to date. Here is a 


er doctor with complete grounding in the humanities—a Cincinnatian who majored 
ns. in English in a college of liberal arts, won high honors, including election to Phi | 
n Beta Kappa, even did some graduate work in English before turning to medical | 
training. The author of ‘The Place of Placebos in Medical Practice” is now a 
S practicing psychiatrist in Cincinnati, lectures at the university there, has pub- 
”q lished widely in his field, writes with the aplomb of a man who knows his Webster 
h as well as his word salad. 
our James M. Moss, M.D., author of “The Symptoms of Diabetes Mellitus,” is 
becoming a regular contributor to GP. His article on “Simplified Diabetic Diets” 

a= appeared in our January issue. A scion of a medical family, Dr. Moss was born 
in Georgia, trained in Virginia and North Carolina, is now a veritable northerner 
in Washington, D.C., where he is clinical assistant professor of medicine at 
Georgetown University, and director of the Diabetic Clinic. Just to prove that 
moss propagates itself, Dr. Moss and spouse are rearing four sons who will surely 
become physicians in the best family tradition. 

i, George N. Thompson, M.D., descendant of a family of pioneer easterners f 
who went west, earned his way through college and medical school as musician — 
and teacher. A specialist in psychiatry, neurology and electroencephalography, 
the author of “The General Practitioner and the Dangerous Patient” is now 

nt associate clinical professor of psychiatry at his alma mater, the University of 
Southern California. He has written textbooks, monographs and numerous articles 
in his specialties, is famed for discovery of the area in the human brain essential 

it to consciousness. 

] 

Hyman J. Zimmerman, M.D., born in Rochester, N.Y., went west for his 
medical studies (Stanford University), back east for residencies (George Wash- 

r ington University-Gallinger Municipal Hospital), finally alighted in the Midwest, 

where he is clinical professor of medicine at University of Illinois College of Medi- 

| cine and chief of medical service at the Westside Veterans Administration Hos- 

pital in Chicago. Dr. Zimmerman wrote “The Management of Viral Hepatitis” | 

A for this issue of GP. Its publication marks his first appearance in our columns. Dr. | 


Zimmerman holds membership in numerous medical and honorary societies. 
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patients with liver and gallbladder disorders 


benefit from biliary flush* 


more successful medical 
and 
pre- and postoperative management 


true hydrocholeresis plus reliable spasmolysis corrects bil- 
iary stasis, improves liver function, relieves functional G. I. 
distress... 


flushes liver stones into surgical zone, helps dislodge resid- 
ual calculi, tends to prevent postcholecystectomy syndrome. 


DECHOLIN with Belladonna 


(dehydrocholic acid and belladonna, Ames) 


Each tablet of Decholin/Belladonna contains Decholin 3% gr., 
and extract of belladonna % gr. (equivalent to tincture of bella- 
donna, 7 minims). 


* Complete information on Three-Day Biliary Flush available from your Ames 
Professional Service Representative — or write to Medical Service Department. 


AMES 


COMPANY, INC: ELKHART, INDIANA (sy Ames Co. of Canada, Ltd., Toronto 
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Yours Truly... 


LETTERS FROM OUR READERS 


Unsigned letters to the publishers or the editors are ignored. However, the anonymity 
of authors of letters published in this department will be preserved upon request. 


One Man’s War 


Dear Sir: 

I believe that doctors in general are agreed that the daily 
volume of drug advertising has attained such proportions that 
something should be done about the problem. 

Some time ago I embarked upon a one-man investigation of the 
problem, starting with a letter to the AMA. A very prompt and 
adequate reply was received to the effect that for some time the 
drug companies have been encouraged to use more journal type 
advertising—with very little success. 

A letter was then dispatched to the Postmaster General asking 
what could be done about protecting myself from the daily deluge. 
A form letter reply was eventually received describing a proposed 
solution for something I hadn’t inquired about, the “Local 
Patron” type of throw-away advertising. 

My personal solution involved ordering a rubber stamp which 
states “Unsolicited Advertising Not Accepted” plus my name. 
After the postman has deposited the daily yield, each piece is 
stamped to be dropped later into the mailbox on my way home 
to lunch, Where it eventually ends up I cannot say. I do know 
that the scheme has had a very salutory effect on the wastebaskets 
and the energy previously expended on trips to the incinerator. 

Joun M. Co tins, M.D. 
St. Louis, Mo. 


As a heavy user of direct-by-mail itself, in the solicitation and 
promotion of circulation as well as space sales, GP shudders at such 
disdainful demeanor. Here, nevertheless, is food for thought for 
pharmaceutical advertisers. —PUBLISHER 


Difference of Tastes, Perhaps 
Dear Dr. Hussey: 


It bothers me to find, in an otherwise adequate article, an 
omission of considerable importance in the paper, “Infant Feed- 
ing,” by Drs. Oberman and Burke, in GP for January, 1955. In 
the section on milk substitutes on page 85, no mention whatso- 
ever was made of the best of all milk substitutes for those babies 
unable to tolerate cow’s or goat’s milk. This is not amino acid 
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mixtures or soy bean milks, which are not only expensive but 
smell and taste terrible. This very tasty and acceptable product 
is Gerber’s meat base formula, available at any drugstore. I have 
found it better and easier to use than any other replacement. 
Babies and their mothers agree, also. 

Sam F. HarTMAN, M.D. 
Beaumont, Texas 


Dr. Hartman’s letter was sent along to Drs. Burke and Ober- 
man. They commented as follows.—Menpicat Epiror 


Dear Sir: 

The article entitled “Infant Feeding” by Dr. J. William Ober- 
man and myself does not attempt to present a complete review 
of all of the proprietary preparations available for infant feeding. 
Probably these number in the hundreds. Meat base formulas 
were not discussed for this reason. 

In the opinion of the authors, the first choice of milk substi- 
tutes of those children allergic to cow’s milk has been and re- 
mains, Mullsoy. When these children are started on Mullsoy at 
an early age, it has been found to be 100 per cent acceptable and 
in nearly all instances, successful. Regarding meat base formula, 
which is three times more expensive, we have found rejection of 
this formula quite common. In addition, so many calories are 
left coated by a greasy film on the can when it is emptied, that 
assurance of intake has not been secured. In addition, there is a 
theoretical objection based on the existence of cow protein in 
meat base formula being offered to infants who are allergic to 
cow’s milk. 

I am sure that some physicians will find some use for this type 
of formula. In our experience, this has not been the case. 

Freperic G. Burke, M.D, 
Washington, D. C. 


Restoration of Faith 


Dear Sir: 

Ye Gods! Just when I had about decided that the medical pro- 
fession resembles the United Mine Workers and Washington 5 
per centers more than the Hollywood honest and hard working 
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physician, I came across Dr. Alvarez’s column about your 
organization. 

Do you really mean to tell me that there are still general prac- 
titioners who make house calls without a first mortgage on your 
home? Are there really graduates of class “A” medical schools 
who work after 5 p.M. and before 10 a.m.? 

It is hard to believe. Next thing you know prescriptions will 
be written in English, x-rays will belong to the individual x-rayed, 
pharmacists will stop kicking back to the profession, and we will 
have adequate medical care for even the nonwealthy. 

As the son of a father who was graduated from Jefferson in 
1905, and a mother who was graduated from Women’s Medical in 
1906, I have had to earn my own living since my early years be- 
ae cause my parents didn’t keep books during the depression. I 
oe was orphaned because my parents really believed that medicine 

7 ; was a “calling” rather than a sinecure. I am most pleased to 
hear that you exist. 

I would be awfully glad to learn the names of any honest 
physicians in my city—and more power to you. 


L. R. Smiru 
North Hollywood, Calif. 


Mr. Smith’s clever letter is an example of many hundreds we have 
received from interested—and grateful—patients.—PUBLISHER 


Summer Job 


Dear Sir: 
Reading Dr. Alvarez’s article in yesterday’s New York Herald 
Tribune has prompted me to write you. 


The American Legion Mountain Camp is primarily ~ cop. 
valescent rest center for honorably discharged war veteran - of the 
United States. Like many other institutions we are somewhat 
handicapped by the absence of a resident physician. This is par. 
tially due, perhaps, to the fact that our camp operates only during 
the summer months. 

The camp, however, presents an excellent opportunity for a 
general practitioner to spend three and one-half months : June | 
to September 15) of relaxation and outdoor recreation in bene. 
ficial climate. During the course of our existence, we have helped 
several doctors, whose health was not up to par, regain their 
strength and return to their practice. 

As all camp patients are ambulatory, the amount of work for 
a physician would be minor. The average number of patients js 
about 50. A registered nurse will be in assistance. 

Any physician who is interested may get further information 
by writing me. 

Joseru A. Burns 
Executive Director 
The American Legion Mountain Camp, Inc. 
Tupper Lake, N.Y. 


Assembly Eclat 


Dear Mr. Cahal: 

First of all, may I express to you and all the officers of the 
American Academy of General Practice my sincere thanks fora 
most delightful visit in Los Angeles. I have never attended a 
meeting where I have had more personal courtesy and Mrs. 
LeFevre and I certainly wish to express our thanks to all of you. 
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{ thoroughly enjoyed attending the meetings and I feel that 
the scientific sessions that I had the privilege of attending were 
excellent. I certainly hope the small part we played helped to 
make the meeting successful. 


Fay A. LEFEvRE, M.D. 
Division of Medicine 
Cleveland Clinic 
Cleveland, Ohio 
Dear Mr. Cahal: 


I was indeed sorry that I did not get to see you at the recent 
meeting of the American Academy of General Practice in Los 
Angeles. I want to congratulate you on the splendid meeting 
which you had. It was one of the best meetings I have ever 
attended, and I thought the response of the audience was 
excellent. I enjoyed speaking before them. 

AtTron OCHSNER, M.D. 
Department of Surgery 
Tulane University 
New Orleans, La. 


Dear Mr. Cahal: 

I want to thank you again for the fine time which we had in 
Los Angeles and to tell you of the many expressions concerning 
your excellent meeting. In fact, I heard no criticism—only praise 


Dear Mr. Cahal: 
No doubt your whole office is happy and satisfied with the 
meeting in Los Angeles. It certainly was a grand program and | 
think Andy Tomb is to be congratulated on the grand job he did. 
All of your people there were most kind to me. I want to thank 
you, and the whole Academy, for all your kindnesses. 


W. A. SoDEMAN, M.D. 
Professor and Chairman 
Department of Medicine 

University of Missouri 

Columbia, Mo. 

Dear Mr. Cahal: 


I have just returned home following some vacation in California 
after the meeting of the Academy. I would like to thank you for 
all the courtesies which were extended to me and Mrs. Sprague 
by the Academy during our stay in Los Angeles. In my opinion 
this was the most carefully planned and executed meeting in 
which I have ever participated. 

The scientific program as a whole impressed me as being of 
excellent quality, and I hope that the panel on endocrinology 
was able to contribute something worth while to the physicians 
attending the Assembly. 

R. G. SPRAGUE, M.D. 
Clinical Section 


—for the entire undertaking. Mayo Clinic 
LeRoy H. Stoan, M.D. Rochester, Minn. 
Editor-in-Chief 
Tice’s Practice of Medicine Dear Sir: 
Chicago, Ill. I enjoyed the meeting thoroughly and congratulate you on the 
Nonsoporitic 
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Casimir Funk Laboratories, Inc. (affiliate) | 


250 East 43rd Street, New York 17, N.Y. _ 


way it was conducted. Your organization is doing a fine ju) and 
it was a pleasure to take part. 

Epwarp WEIss, 
Philadelphia, Pa. 


Dear Sir: . 
Once again—my appreciation for the cordial hospitality of 
your organization. I truly felt like a welcome guest. 
G. B. Rosson, 
Associate Dean 
Stanford University 
San Francisco, Calif. 


Dear Sir: 

I enjoyed very much the courtesies shown me at your annual 
meeting in Los Angeles. All your efforts to have the guest speak- 
ers taken care of were excellent and greatly appreciated. You are 
doing a great work. 

DeWirr K. Burnuaq, 
San Francisco, Calif. 


Dear Sir: 

I wish to express my appreciation for the many thoughtful, 
friendly expressions of Academy members who corresponded 
with me, went out of their way to meet me, and did so much to 
make me feel like one of them. 

Leo H. BarTemeler, M.D. 
Seaton Institute 
Baltimore, Md. 


The Academy, in turn, expresses its sincere appreciation to these 
and others of the Assembly “‘faculty’’ who have spoken so graciously 
of the treatment accorded them in Los Angeles. It was an honor to 
welcome men of their caliber to our platform. Kudos also came from 
another “speaker” —the Speaker of the House of Delegates of the 
California Medical Association.—PuBLISHER 


Dear Mr. Cahal: 

I certainly wish to express my appreciation to you and to the 
Academy of General Practice for your invitation to attend the 
meetings of the Academy, recently held in Los Angeles. 

It was a great pleasure to attend a meeting of the Congress of 
Delegates, as well as to visit the many fine exhibits in the scien- 
tific exhibit section. You are certainly conducting a very lively 
organization, which I am sure will have a very profound effect on 
the whole medical practice. 

Donatp A, CHARNOCK, M.D. 
Speaker of the House of Delegates 
California Medical Association 


Los Angeles, Calif. 


One of Thousands 


Dear Sir: 
Thank you for answering my inquiry about a family doctor 
with a Wisconsin directory and your helpful letter. 
We are pleased to see that our family physician is listed. 
A. Horrman 
Madison, Wis. 


Academy members will be glad to know that thousands of inquiries 
resulted from the February Reader’s Digest article. This brief post 
card note of thanks for our response is one of the many evidences we 
received that Academy membership means a great deal to patients. 
—PUvBLISHER 
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Spelling Lesson 


Dear Sir: 
There has been some confusion and misunderstanding about 
the proper spelling of the generic name, hydrocortisone fertiary- 
butylacetate (which name is of the ester of hydrocortisone best 
suited to intrasynovial use). 
It is incorrect to split butylacetate into two separate words 
as is sometimes done. When so spelled the chemical meaning of 
the name becomes different and inaccurate as applied to this 
substance. (By the way, either tertiary or its abbreviation “‘t”’ 
should be italicized when used here.) 
We are drawing this to your attention so that any such mistake 
appearing in a manuscript can be corrected in the course of 
editing. We will appreciate your being on the lookout for 
this situation. 
Aucustus GIBson, M.D. 
Medical Director 

Merck & Co., Inc. 

Rahway, 


Model Worth Imitating 


Dear Sir: 

I think you would be interested in the work that is being done 
by my old friend, Dr. Will Brasch, in developing in Olmsted 
County around Rochester, Minnesota, a model community hos- 
pital where general practitioners will be able to take their pa- 
tients. Every effort is going to be made to give special facilities 
to those general practitioners who can use them. 

I think it particularly interesting that a community medical 
center and hospital like that has been much needed in a city 
which contains the huge Mayo Clinic and its affiliated hospitals. 

Watrer C, ALVAREZ, M.D. 
Chicago, Ill. 


Thanks to GP’s former medical editor for his continuing interest 
in good general practice.—PUBLISHER 


Lasting TV Impression 
Dear Mr. Cahal: 


The program presented tonight was excellent and far sur- 
passed one recently sponsored by another pharmaceutical firm. I 
hope we'll have more such programs in the future. 


Joun Rospoy, 
Cleveland, Ohio 


Dear Mr. Cahal: 

Yesterday I attended the teleclinic in Omaha, and as a result, 
I felt I must express my appreciation for the excellent program 
given. It gave me a warm feeling to belong to an organization ca- 
pable of presenting such a fine hour of postgraduate study. 

My sincere thanks to you and all the people responsible for 
making this possible. 

R. L. BarTLEy, M.D. 

Audubon, Iowa 


Dear Mr. Cahal: 
Enclosed are the registration cards picked up from the seats 


1 ing the telecast at the Baker Hotel, Dallas, Texas, February 
4 


Dr. G. V. Launey, local chairman, requested that all members 
sign a ¢ me ; however, since the number of cards represents a small 
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percentage of the total attendance, it is possible that some were 
ee mailed direct to you by the members. 

Also, others registered at the desk, as they came in to par- 
ticipate in a two-hour symposium for the extra formal medical 
a study credit. 

Be CONGRATULATIONS . . . to you and your staff for a well-organ- 
B ized symposium and the selection of very able speakers on the 


subject. 
W. H. WestPHAL 
Divisional Manager 
Wyeth Laboratories 
Dallas, Texas 
Dear Mr. Cahal: 


I want to add my thanks to the many hundreds of others that 
you must have received for the closed-circuit television sym- 
posium on streptococcal disease. The only suggestion that I have 
to make is that future broadcasts similar to this one be timed so 
‘that they will not interfere with the working days out here on the 
West Coast. 

Cuartes H. Eaton, M.D. 


Coronado, California 


Dear Mr. Cahal: 
Enclosed are the registration cards collected at the teleclinic. 
* Several rechecks had yielded a count of 150 in attendance, 
ee although only 82 of those present turned in their cards. While the 
a attendance was somewhat disappointing it was compensated by 
the enthusiastic reception and almost unanimously favorable 
comments on the high caliber of the participants, contents of the 


program, mode of presentation and brief but appropria:. com. 

ments on the commercial by our genial and personable pr: sident, 

Dr. Hildebrand. 
AARON BurMan. .p. 
Secretary-Treasurer 

Onondaga (New York) chapter 

Syracuse, New York 


Dear Mr. Cahal: 

We observed your television panel discussion of the manage. 
ment of streptococcal infections and its complications, on TY 
here in Oklahoma City, and certainly want to commend you and 
the Wyeth Laboratories for such an astute and commendable 
operation. 

I appreciate the kinetics involved in such a presentation and 
the financial obligation incurred by the Wyeth Laboratories, but 
certainly feel that such an operation brought more to a larger 
audience in a shorter period of time, than anything which I have 
observed. 

Being an internist with marked predominance of work in car- 
diology, this certainly was to me, a worth-while program for any 
and all interested, whether it be general medicine, internal 
medicine, cardiovascular disease or pediatrics. 

W. T. mp. 
Oklahoma City, Okla. 


Logical Definition 


Dear Sir: 
In trying to catch up on my back reading, I finally got to the 
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December issue of GP and the editorial, ‘What Is a General 
Practitioner?” 

This reminds me that I have never seen mentioned in print 
the concept which seems most logical to me. That concept is 
that a general practitioner specializes in treating common condi- 
tions. I feel that a general practitioner can and should be able 
to diagnose and treat conditions that occur often enough in his 
practice so that he can develop and maintain a high degree of 
skill. By concentrating his efforts on these conditions he becomes 
highly proficient at taking care of the vast majority of maladies 
occurring in his community, and at the same time he automat- 
ically refers to specialists the less common conditions which he 
does not have the requisite skill to handle. 

It seems to me that other ways of defining the limits of gen- 
eral practice are too arbitrary and unrealistic. 

Forrest E. ZANTOW, M.D. 
Oconto, Wisconsin 


ideas to India 


Dear Sir: 

May I introduce myself as a doctor from South India, taking 
a year’s training in pathology at the Mount Sinai Hospital of 
Cleveland. Last month I became immensely interested in the 
AAGP when I read Paul de Kruif’s article in Reader’s Digest. The 
letter I wrote to you was returned for want of proper address. 

When I return to my country this July, I would like to take 
back with me some of your ideas and methods of training general 
practitioners. I shall be grateful if you will kindly mail to me 
anda friend, Dr. Y. P. Vasudevan, president of the South Indian 


branch of the Indian Medical Association, whose address I en- 
close, available literature regarding your activities. 

I looked forward to the closed-circuit TV programme on 
February 24. As I was busy with a post-mortem at that time, | 
was unable to go. 


P. V. Kurian, 
Cleveland, Ohio 


Calls the Signals 


Dear Sir: 

Mr. Fred W. Fisher, who recently moved to Charlotte from 
Chicago, showed me a letter you sent him giving a list of general 
practitioners in this town with their qualifications. 

I think this is the most wonderful thing I have seen since | 
left general practice to take my residency in ophthalmology—or 
for that matter that | have ever seen. 

Perhaps those of us who have done general work before speci- 
alties appreciate this fact. However, it is becoming more and 
more evident that the general practitioner is the quarterback of 
the medical football team. Without him, there would be no team. 
With him, order is brought about from chaos. Frankly, I did not 
know that there was a clearing office where prospective patients 
could get this information. 

I am indeed indebted to Mr. Fisher for showing me this list 
and I want to express to you, and pass it on to all members of the 
Academy, my appreciation as a specialist for having made this 
information available. 

CLarENCE B. Foster, M.D. 
Charlotte, N.C. 


smaller 


dosage 


Natalins 


Mead prenatal vitamin-mineral capsules 


1 Natalins® capsule 
t.i.d supplies: 


6000 units 
Vitamin D........ 600 units 
3 mg. 
Riboflavin..... 4.5 mg 
00 30 mg. 
Pyridoxine hydrochloride.......... 3 mg. 
Calcium pantothenate............. 3 mg. 
Vitamin By2 (crystalline).......... 1 mcg. 
Iron (from ferrous sulfate)........ 22 mg. 
| Veal bone ash to supply: 


Your specifications for Natalins can be 
filled by your pharmacist ...and economi- 
cally, in bottles of 100 and 500. 


MEAD JOHNSON & COMPANY © EVANSVILLE, INDIANA, EM MEAD) 


— 
| 
a 
t to the 
| 
| 
| 
| 
smaller 
| 
size 
| 
| 
| 
| 
| 


Heiping the Obese 
Child Lose Weight 


qi 


t PN an; 
= =, 


EDTA 


he dence the 


GP ine 1955 33 7 


PERSONALITIES 


IN THE MEDICAL NEws 


Albert B. Sabin, M.D. 
In place of killed virus, attenuated virus 


Possisitiry that the Salk polio vaccine may be superseded bya 
different type conferring lifetime immunity was indicated last 
month at the Atlantic City meeting of the Association of Ameri- 
can Physicians. Period of immunity induced by the Salk method 
has not been precisely established. Dr. Albert B. Sabin, director 
of the Children’s Hospital Research Foundation, University of 
Cincinnati College of Medicine, reported there on human exper- 
iments with attenuated (live, mutant) viruses, in place of Salk 
killed virus. Results show, says Dr. Sabin, that doses can be 
taken orally and antibodies developed without disease symp- § lL 
toms. He thinks lifetime immunity may be conferred in the 
same way that the majority of humans gain immunity—by a 
symptomless attack early in life. The old argument over merits 
of dead versus live viruses is now revived, plus the question of Jj « 
whether a mutant may not mutate again, and lethally. ( 


Elmer Hess, M.D. 
In place of dignity, warmth and informality 


At THE 104th annual meeting of the American Medical Associa- 
tion this month in Atlantic City, easy-going, efficient Elmer Hess 
moves into medicine’s top job—AMA president. American med- 
icine’s second-largest organization takes this opportunity to wish 
him well. As president-elect, Elmer Hess has traveled widely 
about the country, made thousands of friends, been described 
in the nation’s press as an “unorthodox type of AMA president- 
elect, who wears a dilapidated hat, pushes his spectacles high 
over a bald head when conversing, is forceful and informal in 
choice of words.” A urologist from Erie, Pa., Dr. Hess was an 
outstanding athlete in school days, studied medicine at Univer- 
sity of Pennsylvania, did his first medical work for the United 
States Indian Service, served in France in World War I. His en- 
thusiastic participation in the work of organized medicine the 
past 35 vears has led him straight up the ladder to the top. 
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Leonard A. Scheele, M.D. 


In place of one problem, many problems 


THE SENSATIONALLY staged report by the National Foun- 
dation of Infantile Paralysis on April 12 on the results 
of last year’s Salk vaccine trials quite inevitably created 
widespread hysteria and confusion. The man caught 
most squarely in the vortex was the Surgeon General of 
the U.S. Public Health Service, Dr. Leonard Scheele. 
After a month of mounting pressure and apprehension, 
it fell Dr. Scheele’s lot to order a temporary halt in the 
immunization program. A precautionary double check 
was needed, he said, because of polio attacks in chil- 
dren already inoculated with Salk vaccine from the 
Cutter Laboratories in Berkeley, Calif. After rapid re- 
check by the Health Service, the ban was lifted and 
immunization of school children continued. At the 
same time, Dr. Scheele accompanied Secretary of 
Health, Education and Welfare Oveta Culp Hobby to 
answer questions before the Senate Labor and Welfare 
Committee, engaged in investigating administration 
of the vaccine program. He testified that the program 
Was not moving so rapidly as desired, but that only 
scientific progress, not legislation, could speed up 


vaccine production. He declared his belief that volun- 
tary methods of allocation of inadequate vaccine sup- 
plies ure preferable to government control. 
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The Week Has Seven Days 


Ir You WENT to a good hotel away from home, how 
would you feel if a large part of the hotel services shut 
down Saturdays and Sundays? Oh, you might not be 
surprised if the bar refused to sell you a martini before 
Sunday dinner, because you’d know that’s the law in 
some states. But otherwise your adrenals would start 
pumping resentment if Saturday and Sunday were not 
just like any other days, as far as quality and quantity 
of services are concerned. Because you know that a 
hotel is in business to provide food and lodging and 
certain frills. And these are things a man needs every 
day of the week. As a matter of fact, he seems to need 
them more on Saturdays and Sundays and holidays 
than on other days. 

There are many ways in which hotels and hospitals 
are comparable. The one that’s germane at the mo- 
ment is this: both are expected to provide their services 
every day of the week. Of course, at a hospital, food 
and lodging are quite incidental—especially the food 
at most hospitals. The prime services at a hospital are 
concerned with health care. But some hospitals, in 
contrast to hotels, observe the Sabbath, beginning at 
about 5:00 p.m. on Friday and ending at about 8:00 
A.M. on Monday. They mark this observance by cur- 
tailing some of their most important services—x-ray 
department, laboratory, operating rooms. 

It’s well known that moral or religious scruples do 
not dictate the custom of “shutting down” for the 
week end. Most doctors and hospital personnel who 
have any religious feelings one day a week, have them 
for a Physician who got into trouble with his “local 
medical society” because He insisted on healing peo- 
ple every day of the week. No, hospital week-end lulls 
are more a matter of habit than holiness. 

A question comes naturally to mind about this (as 
with any habit): Is it healthy? The fact is that the 
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habit has certain disadvantages—some medical and 
some economic. For example, you know what happens 
when a serious and tricky diagnostic problem con- 
fronts you at, say, 2:00 p.m. Sunday. That’s a medical 
reason. As for economics, just remember that it costs 
the patient just as much to be in the hospital on Satur- 
day and Sunday as other days. Some discerning pa- 
tients react to the week-end curtailment of services 
just the way you’d react at a hotel where the manage- 
ment put you in limbo two days a week. 

Admittedly, the habit would be hard to change. For 
one thing, the hospital would need more of the kind of 
workers who are in short supply—medical and para- 
medical personnel. Still, it’s a change worth talking 
about in these days of high costs of medical care. 
Maybe the change would promote efficiency. And 
where there’s efficiency, somebody saves some money 
—probably the people who pay those high costs. 
That’s all of us. 


Maxims Exploded While You Wait 


MEDICAL MAXIMS have a way of being self-perpetuating. 
It happens this way: An authoritative person makes a 
dogmatic statement. Maybe he puts it in writing. First 
thing you know, it is repeated by another author— 
then another—until it becomes an accepted part of 
knowledge. Often the origins of maxims are lost in the 
distant past. That fact doesn’t prevent their reappear- 
ance in writing whenever somebody has use for them. 

But maxims aren’t always what they seem to be. It’s 
easy to recall ones that have puffed up and burst with 
their own hot air. For example: (1) Coronary artery 
heart disease is rare in Negroes. (2) Congestive heart 
failure should be treated by restricting liquid intake. 
(3) Significant pulmonary valve stenosis is rare in the 
presence of an audible second pulmonic sound. (4) 
Splenectomy is invariably contraindicated in the pres- 
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ence of agnogenic myeloid metaplasia. (5) Spontaneous 
pneumothorax is usually due to tuberculosis. 

The list of outcast maxims could be made as long 
as energy and interest dictate. Latest to be added to 
the list is the old teaching that morphine provokes 
euphoria. Far from being a booster of spirits, morphine 
has been shown by recent studies to have just the op- 
posite effect on most people. 

The investigations of morphine-induced mood 
changes in man were reported by Lasagna, von Fel- 
singer and Beecher in the Journal of the American 
Medical Association for March 19, 1955. An evaluation 
was made in best scientific style of the subjective ef- 
fects of sodium chloride, amphetamine, pentobarbital, 
morphine and heroin. Responses to these drugs were 
studied in three groups of people—healthy young 
men, chronically ill inmates of a hospital and some 
“postaddict” prisoners at the U. S. Public Health 
Service Hospital, Lexington, Ky. 

After confusions due to placebo (sodium chloride) 
reactions were eliminated, it was found that ampheta- 
mine was the only drug in the list that had an elevating 
effect on the mood of the normal subjects and the 
chronically ill patients. Morphine and heroin alike 
were depressants. They distinctly did not produce 
euphoria. 

It is true that some of the group of narcotic addicts 
did describe a lifting of spirits after morphine, but this 
fact hardly alters the case. After all, statements in 
pharmacology and medical textbooks about morphine- 
induced euphoria were intended to describe other 
people than narcotic addicts. 

So, another maxim has been exploded. The explosion 
didn’t make a very loud noise, it’s true, but the event 
is significant nevertheless. It shows again the im- 
portance of skepticism in the scientific scheme of things. 
May we always be thankful for the academic skeptics. 
Ry their challenges of “truths,” they are truth’s per- 
petual guardians. 


Do You Really Want “Abstracts ‘’? 


EARLY THIS YEAR the Academy Board gave Abstracts 
a reprieve, after voting last fall to discontinue it. The 
“stay of execution” was based on three arguments: 
(1) It serves as a permanent refresher for those who 
can’t remember all they saw and heard at the Assem- 
bly; (2) for the doctor who couldn’t get to the meet- 
ing, it brings all the essentials of the program and 
exhibits; (3) unique as a national medical meeting 
activity, it creates prestige for the Academy. 
Opponents of the publication stressed two facts: 
(1) The job of abstracting the vast quantity of manu- 
scripts is a burdensome task for the editors (all phy- 
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sicians with active practices), and (2) every editi:n of 
the book so far has been published at a financia! loss 
to the Academy. 

The first opposition argument has been met o1) the 
1955 edition by spreading the abstracting task among 
19 Academy members, under the generalship of Dr. I. 
Phillips Frohman. The work in the Headquarters Of- 
fice of readying the outlines and illustrative materia! for 
the printer has been divided by the addition of another 
staff employee. 

The second opposition argument, however, can only 
be answered by you. For only through the purchase of 
this book by more members of the Academy can the 
red ink on the ledger account be turned into black. 
As in the case of any publication, the principal pro- 
duction costs are the same whether one prints one 
copy or a hundred thousand. (If only one copy of GP 
were printed, for example, that copy would cost nearly 
$60,000.) As the printed quantity increases, the cost 
of producing each copy gradually approaches what 
you are charging for that copy. 

So it is up to you, the members of the Academy, to 
indicate through your subscriptions whether you really 
want Abstracts to continue. For it is, understand- 
ably, increasingly difficult to justify a deficit on the 
book year after year. If you think the medical informa- 
tion presented at the Los Angeles Assembly will be 
helpful in your practice six months from now—-or two 
years later—then Abstracts should be in your office 
when you need a reference to it. If you would like a 
similar record of the 1956 Assembly or the program 
in St. Louis in 1957, you will be well advised to stimu- 
late the sale of some additional copies of this year’s 
book. 

Purchase of Abstracts is not a_philanthropy— 
you get what many have called “the biggest five dollars’ 
worth of medical knowledge available.” Physically, the 
1955 Edition is an even bigger bargain than its prede- 
cessors, as it will be book-bound in simulated leather— 
an attractive permanent addition to any doctor’s ref- 
erence library. 

On page 205 of this issue you will find an Ab- 
stracts subscription coupon. If you really want Ab- 
stracts—if you think it should be continued as an 
important Academy activity—we urge you to use the 
coupon without delay. 


Jaundice Due to Chlorpromazine 


RaRELY HAS A DRUG climbed faster in popularity than 
chlorpromazine (Thorazine). It has remarkable ad- 
vantages for symptomatic therapy in a wide variety 
of disorders. As with many good things, however, the 
blessings of this drug are not unmitigated. Attention 
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has previously been directed in GP to the fact that 
chlorpromazine sometimes causes annoying or even 
serious hypotension. More recently, cases have been 
reported in which the drug has provoked a peculiar 
hepatic disorder, quite likely to be confused with 
obstructive jaundice that requires surgical treatment. 

From the descriptions to date, it seems that chlor- 
promazine-induced jaundice is both rare and benign. 
It is likely to develop after the drug has been taken for 
two weeks or longer. Usually the jaundice has sub- 
sided within a period measured in terms of days or 
weeks, but in a couple of instances the measurement 
was in months. 

During most of the course, the illness has all the 
characteristics of “surgical” jaundice—pruritus, bile 
in urine, absence of urobilinogen in urine, acholic 
stools, elevation (variable) of values for alkaline 
phosphatase and cholesterol in blood, negative floc- 
culation tests (thymol turbidity, cephalin). Under 
the circumstances, it is not surprising that at least 
two patients have undergone laparotomy as an ex- 
ploration for obstruction of the common bile duct. 

This syndrome is not unique for chlorpromazine. 
Similar reactions have followed the administration of 
arsphenamine, thiouracil and methyl testosterone. The 
mechanism for the hepatic disorder is unknown. 
Histologically, evidences of bile stasis are usually 
found and there is a variable amount of cellular in- 
filtration (mainly with mononuclear cells) in the 
portal areas. 

Although this form of jaundice is not common 
with any of the drugs mentioned, an awareness of the 
syndrome has two obvious advantages. First, surely it 
would lead to discontinuance of the offending drug. 
Second, and more important, certain patients will be 
spared the risk and expense of a laparotomy per- 
formed because of a mistaken diagnosis of obstruction 
of the common bile duct. 


What's in an Eponym? 


MEDICAL PURISTS oppose the application of proper 
names to disease complexes. Having yet to be con- 
vinced of sin in this regard, some of us cling doggedly 
to the practice. 

There is that about attaching venerable names to 
venerable diseases which is traditional. It is tradition 
with the depth of lore, and even young die-hards resist 
inroads on it. 

The use of eponyms has some practical advantages 
too. “Banti’s syndrome,” for instance, brings to the 
mind's eye, not just the classical case of congestive 
splenomegaly, but a myriad of incidental detail, great 
and small, that we have seen or heard tell of. It is a 
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neat device whereby endless description is circum- 
vented. 

With only slight reluctance, we should point out 
that it helps satisfy the showmanship-urge in many of 
us. The physician who rolls ‘‘Dupuytren’s contracture” 
trippingly on the tongue, is one to be reckoned with 
oratorically. 

Our greatest critic of what he calls ‘medical gib- 
berish,” is a cleric friend who is not above an occa- 
sional “pax vobiscum,” himself. 


Uncle Wilfred and Doctors’ Time 


Wuen Uncre Wirrep heard that an expert in business 
management had advised physicians to make a study 
of how they use their time, he agreed that this is a 
good idea in principle. He understood what the expert 
was getting at—that before a doctor can plan to use 
his time more efficiently, he has to spend a couple of 
weeks keeping a record of how he’s using it now. But 
Uncle Wilfred wanted to know who’s going to audit 
the doctor’s record. “If you don’t watch ’em,” he said, 
“they'll put down three hours a day for hospital 
rounds, and you'll never know they spent half that 
time just gossipin’ in the staff room.” 


Heredity and Coronary Artery Disease 


IT HAS BEEN SaID that the best way to avoid premature 
atherosclerosis, including coronary artery heart dis- 
ease, is to be careful in your choice of parents. To 
some extent, this facetious though wise remark about 
the influence of heredity has been lost to sight in a 
maze of studies on diet, cholesterol, hormones, anthro- 
pometric data, anticoagulants and herbs. Still, every 
once in a while, a reminder about heredity gets into 
print. 

A case in point is the report about Navajo Indians 
by Gilbert in California Medicine for February, 1955. 
He reviewed the hospital records at the Navajo Medical 
Center for the years 1949-52, inclusive—found no 
proved cases of coronary artery disease among 10,267 
hospital admissions and 60,405 outpatient visits. He 
concluded that the absence of coronary disease among 
the Navajos suggests a strong hereditary factor. Many 
of these people eat the usual American diet with an 
average cholesterol intake, and have no other obvious 
reason for not getting coronary disease. 

Gilbert wrote, ‘The Navajo, it may be conjectured, 
is not susceptible, can eat anything and live any way 
he wishes, and will not get coronary artery disease.” 
Just to make their cardiac-conscious white brothers 
even more envious, Navajos have another tribal trait. 
They almost never become bald. 
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Severe tension and strain may be placed upon 

the physician when he is called wpon to meet a psychiatric emergency. 
But problems of a psychiatric nature need not be 

any more difficult to manage than are other medical 

or surgical emergencies. The physician must, however, 

have excellent training in psychologic medicine 

and an extensive knowledge of the anatomy of the nervous system 
and its pathologic disorders. 


The General Practitioner and the Dangerous Patient 


BY GEORGE N. THOMPSON, M.D. 


Department of Psychiatry, University of Southern California School of Medicine 
Los Angeles, California 


To THE DOCTOR in general practice, accustomed though 
he is to other exigencies that arise among his patients, 
the occasional psychiatric emergency encountered may 
seem bewildering and distasteful. For to be frank about 
it, psychiatry is often regarded by nonpsychiatrists as 
an unpleasant and trying phase of medicine in which 
only the worst can be expected from patients in whom 
irascibility is a prominent feature. Actually, however— 
and this is borne out by the well-publicized statement 
that nearly half of those who consult physicians have a 
psychogenic basis for their illnesses—the general prac- 
titioner is forced to practice some psychotherapy. One 
difference between him and the psychiatrist is that the 
latter knows what he is treating, or whom he is treating. 
Usually doctors in other specialties are grateful that 
they do not have the stress of dealing with psychiatric 
patients, not realizing that part of their practice is 
probably in fact psychiatric. 

Severe tension and strain may be placed upon the 
physician when he is called upon to meet a psychiatric 
emergency. Situations arise here, in fact, that have no 
parallel in other fields of medicine. They may call for 
supreme effort by the physician in order to save the 
paticnt’s life or to control the crisis. 

But emergencies of a psychiatric nature need not be 
any more difficult to manage in the acute phase than are 
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acute appendicitis, a ruptured ectopic pregnancy or a 
twisted ovarian cyst. 

For purposes of this discussion, the patients danger- 
ous to themselves and others are classed in these 
groups: (1) suicide; (2) homicide and other forms of 
violence ; (3) acute alcoholism; (4) epileptic disturbed 
states; (5) drug addiction. 


Suicide 


The most frequently encountered psychiatric emer- 
gency is the attempted suicide. Any patient with a 
mental disorder may commit suicide. The mental dis- 
orders that have the highest incidence of suicide are 
involutional melancholia; manic-depressive psychosis, 
depressed type; psychosis with cerebral arteriosclero- 
sis; schizophrenia, paranoid type; psychosis with 
syphilitic meningoencephalitis (general paresis), de- 
pressed type. While there are numerous other mental 
disorders in which suicide represents an extreme risk— 
for example, alcoholic psychoses, psychoses due to 
other drugs, psychoneurotic depressions, senile psy- 
choses, and paranoia—the ones listed above are re- 
spectively the ones in which suicide is most frequently 
encountered (Figure 1). 

It is one of the duties of the physician to prevent 
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suicide. It is his responsibility to see that the necessary 
steps are taken to prevent his patient from attempting 
or from committing suicide. Management of the prob. 
lem of suicide at times calls for great ingenuity upon 
the part of the physician. A colleague was once called 
by a patient who told him that in a few minutes he was 
going to jump off the Colorado Street Bridge, the oft. 
named “suicide bridge”’ over the Arroyo Seco in Pasa- 
dena, California. 

The colleague tried to dissuade his patient but to 
no avail. He then telephoned the Pasadena Police 
Department and advised them that a man would 
shortly appear on the Colorado Street Bridge and 
would probably climb on top of his automobile in 
order to jump over the fence safeguarding the bridge. 
The police arrived on the scene and quickly appre- 
hended the man as he climbed upon his automobile. 

At other times the problem of suicide calls for a dif- 
ferent type of effort on the part of the physician. For 
example. he may be called upon at any hour of the day 
or night to treat the patient who has taken an overdose 
of a sedative or other toxic drug. Some of the newer 
techniques, including the prolonged electrostimulation 
of the brain for the treatment of sedative drug addiction. 
have proved of great value in the treatment of this par- 
ticular problem. At times the doctor may be called upon 
to spend many hours or even days at the bedside of the 
patient who is in a deeply toxic state due to attempted 
suicide. 

There are many aspects to the problem of suicide. 
One of the most interesting ones is that the suicidal 
patient who wishes to commit suicide in his own way 
will often refuse to commit suicide in some other way. 
As an example of this odd behavior, there is the case of 
the patient who attempted to drown himself by jumping 
into a lake. A policeman saw the incident and threw the 
patient a rope. When the patient refused to grasp the 
rope, the policeman drew his gun and pointed it at the 
patient, saying, “If you don’t grab that rope | will 
shoot you.” Thereupon the patient immediately reach- 
ed for the rope and was pulled safely to shore. 

It seems highly improbable that an “instinct to sui- 
cide” exists, as has been claimed by William Menninger. 
The basic impulse is to live, and I have never seen an 
instance either in a normal individual or in a psychotic 
person in which there was a true “instinct to suicide.” 
Many patients have told me that they wished to live no 
longer, that their infirmities or illnesses or pains were 
such that they wished only to die. When they were 
upon the brink of death, however, they still held te- 
naciously to the thread of life. Until the last breath. 


Figure 1. Suicide-prone mental disorders (in order of suicide 


potentiality). 
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instinct to live was supreme. It seems that “instinct of 
death” is a fallacious concept developed out of false and 
unsubstantiated research. 

Involutional Melancholia. One of the most acute 
emergencies is involutional psychosis of the type 
known as melancholia. Such persons suffering from 
agitated depressions (any agitated depression occurring 
during the climacteric period of life) must be consider- 
ed as extremely dangerous to self. Such patients must 
have immediate emergency treatment, or serious con- 
sequences will result and the outcome is almost always 
certain to be fatal. 

Of patients who suffer from involutional melancholia, 
about 50 per cent will attempt suicide, and of these, 25 
per cent will be successful in the attempt unless proper- 
ly and promptly treated. When it is known that con- 
vulsive shock treatments can cure such depressive re- 
actions within a period of three or four weeks, it is 
indeed an unfortunate fact that many patients success- 
fully accomplish the aim of suicide. 

Manic-depressive Psychosis. Other suicide reactions are 
perhaps less emergent than are those of involutional 
melancholia. The patient with manic-depressive psy- 
chosis, depressed type, is less suicidal than the patient 
with involutional melancholia, but only because he 
lacks the agitation which motivates the psychomotor 
drive and which then enables him to accomplish his 
suicidal prupose. This patient is retarded in psycho- 
motor activity; since he is unable to carry out desired 
activities he is unsuccessful even though he wishes to 
die. Such patients have said, “Doctor, please give me 
the black bottle,” ahd would gladly take the “black 
bottle” if they had it offered to them or if it were 
emptied down their throats. They are, however, unable 
to summon enough energy to carry out the pouring 
action themselves. 

Cerebral Arteriosclerosis. Among other suicidal reac- 
tions to be considered is psychosis with cerebral ar- 
teriosclerosis. Patients so diagnosed are emergency pa- 
tients indeed. They are often depressed, because this 
mental disorder destroys parts of the brain without de- 
stroying it diffusely. When the person realizes with the 
portion of his brain remaining intact that another part 
of his brain has gone, he will inevitably become de- 
pressed. Believing that the rest of his brain will soon be 
destroyed, he takes what seems to him the only logical 
recourse. Although such a patient is considered psy- 
chotic. his reactions are probably those of good reason- 
ing. and he usually elicits a very sympathetic attitude 
from his physician. 

Schizophrenia. The disease schizophrenia, paranoid 
type, not infrequently results in suicide. A reason for 
this is that these patients are prompted by their delu- 
sional and hallucinatory thoughts. For example, a 
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doctor had one patient who told him each time the 
doctor made rounds in the hospital that God had told 
him the night before to hang himself. The patient was 
pleasant, quiet and cooperative and made his statement 
as a simple fact. The statement was not backed by much 
emotional tone to the conversational reaction. When 
finally the patient did hang himself one night the 
doctor was surprised! He evidently did not have the 
experience to know that eventually such a patient 
would probably make a suicide attempt. The delu- 
sional thinking of such patients is the stimulus that 
prompts their reactions. 

In the mental disease known as schizo-affective 
psychosis (which. incidentally, is a subvariety of 
schizophrenia of paranoid type), there is so much emo- 
tional reaction that patients with this illness are dan- 
gerously suicidal. 

The schizo-affective reaction is a most severe and 
dangerous suicidal reaction and should be dealt with 
accordingly. 

General Paresis. Of the other suicidal reactions, we 
should consider psychosis with syphilitic meningo- 
encephalitis (general paresis) of the depressive va- 
riety. These patients are exceedingly suicidal. They 
have the opposite of the euphoria seen in the elated 
type. They are so suicidal that they should be guarded 
most carefully. This is one of the psychiatric disorders 
that is almost indistinguishable from involutional 
psychosis, and probably the same psychomotor drives 
impel both groups of patients. 

Alcoholism. Some of the acute alcoholic disorders 
prompt the patient to suicide. Of these, acute alcoholic 
depression is the most common. Most of these patients 
belong to the type of alcoholism that is due to psycho- 
pathic personality (pathologic alcoholism). These pa- 
tients are impelled to their excessive drinking by their 
psychopathic drives and, as they drink, they become 
more and more depressed. Such patients are dan- 
gerously suicidal during an alcoholic bout; they will 
and do commit suicide. 

Miscellaneous Conditions. Certain other miscellaneous 
mental disorders have a suicidal component to a lesser 
degree than those stated above. It is of interest that 
psychoneurotic patients seldom attempt suicide. There 
is a disorder known as a psychoneurotic depression 
superimposed upon a psychoneurosis (usually an 
anxiety state). Patients with this illness will seldom 
commit suicide but occasionally one does. and when 
this occurs, the question always arises whether it was a 
true psychoneurotic depression or whether there was 
in addition an involutional or other reaction. There is, 
of course, a reactive depression, but patients with this 
disorder seldom commit suicide although they con- 
template it frequently. 
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Suicide Prevention 


The question of suicide often raises this problem: 
When is a patient truly suicidal? The physician must 
always consider a threat of suicide or its attempt as 
genuine. Not infrequently, relatives will interpret a 
suicide threat or gesture simply as being an act on 
the part of the patient to attain or gain an end or for 
other motive. This is a most dangerous point of view 
to take, and again it must be emphasized that any 
suicidal gesture, threat or act must be taken seriously. 
It has been known to happen that a person has made 
a gesture toward suicide wherein the plan has gone 
astray because too much illuminating gas filled the 
room or some other accident occurred, so that the 
patient actually did succumb although he did not in- 
tend to take his life and may have been simply striving 
for attention. 

Another practical consideration is the management 
of the suicide problem once the patient has been 
hospitalized. Most patients with acute psychiatric dis- 
orders are admitted to general hospitals. It may be said 
in this regard that most psychiatric emergencies are 
first admitted to inappropriate services of hospitals. 
Furthermore a most common error of the physician in 
general practice and of the patient’s family is to wait 
too long. The patient with a condition of acute psychi- 
atric emergency should be hospitalized immediately ; 
he is an emergency medical problem. 

The patient who has made a suicide attempt, for 
example, by slashing his wrists, is often admitted to a 
general surgical service. I have seen that tragic mistake 
made in one case in which the wrists were well sutured 
and the patient well cared for. Then he was left alone 
with a glass of drinking water in which there was a 
glass drinking tube. He proceeded to break the glass 
tube and slash his throat, thus completing the act that 
he had contemplated in the beginning. This without 
doubt was gross medical and psychiatric mismanage- 
ment. Another patient who had been admitted to the 
neuromedical service of a general hospital after a 
suicidal attempt promptly hanged himself on the wires 
that carried the curtains between the beds. A third 
patient with a similar background ran out in the hall 
and jumped down the stair well. 

It must be impressed upon the general practitioner 
and the internist as well as upon the general surgeon 
that an acute psychiatric emergency must have proper 
psychiatric management, and the patient must not be 
permitted to have the freedom which will enable him 
to complete the suicidal act. This is reimpressed upon 
us when we realize that the majority of suicidal patients 
can be cured completely and permanently by a short 
course of electroshock treatment. 
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Probably any patient who has sufficient will to 
commit suicide will commit suicide despite ail att: mpts 
to prevent it. In spite of all preventive measures, the 
extremely suicidal patient can and will at some time, 
when given the opportunity, carry out the act. 1 have in 
mind a patient—a dentist who suffered from manic- 
depressive psychosis, perplexed type. This patient had 
said over and over, “I don’t know, I don’t know, | 
just don’t understand, I just don’t know.” He had 
frequently attempted to do away with himself. If given 
a lighted cigarette he would attempt to insert the 
glowing tobacco coal into his eyeball or he would press 
the burning end against his body over the heart. He 
was under the constant care and charge of an attend- 
ant. As the patient was in fact too agile and difficult 
to manage, a restraining canvas sheet was kept over 
his bed so that he could not get out from underneath 
the bed covers. One day he had a change of attendants, 
the relief man having come on duty. The patient asked 
the relief man to raise the window an inch or two in 
order that a little more air might enter the room. (The 
window was of course appropriately screened and 
barred.) While the attendant was at the window, the 
patient, who had in the meantime loosened himself 
from underneath the canvas restraining sheet, quietly 
stood on the side of the bed, did an arching swan dive, 
and fractured his skull upon the concrete floor. His 
suicide attempt was successful. 


Homicide 


Next to the problem of suicide in psychiatric dis- 
orders is the problem of homicide. This is the second 
most prevalent psychiatric emergency situation. The 
psychotic patient, because of his delusional mental 
content, because of the extreme drive prompted by 
hatred, by ambivalence toward one or more individuals 
or by other motives, frequently attempts homicide. The 
psychiatrist is often called upon to pass judgment as 
to whether a formerly homicidal patient is no longer 
homicidal and whether he is now safe for parole or to 
be returned to social living. The experienced psychi- 
atrist is cautious concerning such parole privileges, 
and in many instances, particularly that of true 
paranoia, he will refuse to recommend parole privileges 
since he is virtually certain that this can amount to of- 
fering the individual an opportunity to commit the 
homicide that he wanted to commit prior to and during 
his incarceration. 

The most dangerously homicidal patients are those 
suffering from schizophrenia of paranoid type. A close 
second to these are patients suffering with the epileptic 
furor. Of the other abnormal psychiatric reaction types 
which have a homicidal component, one must consider 
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psychopathic personality of pathologic emotionality 
ype; occasionally, acute mania; the disorder known 
is acute alcoholic psychosis, pathologic intoxication ; 
secasionally, senile psychosis of simple type; and 
psychosis with cerebral arteriosclerosis. Another 
problem is that of the acute homosexual panic. 

The disorder known as acute homosexual panic is a 
subvariety of schizophrenia, paranoid type. In this 
disorder the patient is exceedingly dangerous and is 
most apt to inflict injury upon the individual who is 
thought to be persecuting him, calling him names or 
referring to him as a homosexual. This disorder usually 
oécurs in young men, often when they are first ad- 
mitted into military service. The disorder is character- 
zed by auditory hallucinations that other men are 
soing to castrate the individual or kill him because he 
is a “queer,” a “homosexual,” a “punk,” or some 
other derogatory term denoting the same thing. In 
response to these auditory hallucinations, the patient 
sometimes barricades himself in a room and arms him- 
self with a sword or a gun or other weapon and inflicts 
wounds or death upon the first person who attempts 
to subdue him. 

The acute homosexual panic has often been referred 
to as one of the most dangerous mental disorders in 
existence, and I believe that it is indeed the most 
dangerous of all psychiatric disorders. I have known 
of a woman medical student who interviewed a man 
suffering from acute homosexual panic. The student 
approached the problem of the patient’s sex life by 
inquiring directly, “Have you ever had homosexual 
relations?” Immediately the patient assaulted her, and 
before attendants could reach them he had almost 
choked her to death. It is said that “Hell hath no 
fury like a woman scorned.” I believe that a greater 
fury is that of a patient suffering from a homosexual 
panic. Interestingly enough, I have never seen an acute 
homosexual panic occurring in a woman. 


The Dangerous Alcoholic 


The disorder acute alcoholic psychosis, pathologic 
intoxication, frequently represents a psychiatric emer- 
gency. In acute pathologic intoxication the patient, 
following ingestion of a small amount of alcohol, per- 
haps one or two drinks, develops extremely acute dis- 
turbed behavior, may become assaultive upon other 
individuals, and later has a complete amnesia for the 
episode. A patient was known to have taken two drinks 
in a bar; he was attached to a military base at the 
time and was in military uniform. He was known to 
have left the bar and to have driven in his automobile, 
but »othing further was heard from him. When he was 
apprehended, he was in an apparent daze in front of 
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his residence. On the seat beside him were two wallets 
containing sizable sums of money. It was later ascer- 
tained that this soldier had picked up two other mili- 
tary men, had taken them for a ride, had stopped his 
car and had beaten them almost to death with a tire 
iron. He had subsequently robbed them but had not 
used the money. When he was apprehended, the 
wallets containing the money were on the seat beside 
him and he was asleep. He had a complete amnesia 
for the episode. This was a typical case of acute 
pathologic intoxication. Pathologic intoxication can, 
therefore, constitute an acute psychiatric emergency 
of extreme degree. 

Other alcoholic mental disorders are also frequently 
quite dangerous. Furthermore, the individual with 
acute alcoholic psychosis, hallucinosis, may allow him- 
self to be misled by his delusional content and thereby 
injure others. 

I once had under observation a patient suffering 
from an alcoholic mental disorder. While he was in 
the hospital, he suddenly entered a state of acute 
alcoholic hallucinosis. He believed that he saw the 
patient in the next bed drawing a gun from under the 
pillow and that the patient was going to shoot him, 
whereupon the patient threw his adversary upon the 
floor and promptly killed him by smashing his head. 


The Psychopathic Personality 


The psychopathic personality reaction causes the 
physician troublesome hours. Patients so afflicted 
quite commonly enter into activities that are most 
disturbing to society and cause great difficulty both 
medically and legally. The patient with a psychopathic 
personality may, when ‘drinking to excess, have an 
acute alcoholic depression and commit suicide. The 
patient with psychopathic personality, pathologic al- 
coholism, is one who suffers from the syndrome de- 
scribed in the following passage: 

**. . . a syndrome in which alcohol furnishes the 
means for the satisfaction of the moment. . . . The 
psychopath drinks in order to remove the last vestige 
of inhibition (if he is a partial psychopath). This 
function alcohol effectively performs. A degree of unin- 
hibited autonomy of personality traits is already 
present. Alcohol makes this uninhibited autonomy 
complete so that while the remaining degree of in- 
tellectual control is suppressed by alcohol, perverted 
instinctual satisfaction can have free expression. The 
alcohol may loose a furor in the form of pathologic 
emotionality. In some cases there seems to be a 
periodic condenser effect within the personality so 
that an accumulation of unused emotional energy 
develops and requires discharge. When the demand for 
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discharge becomes unbearable the psychopath may 
resort to alcohol to remove the inhibitions making 
possible explosive release of the pent-up emotional 
energies. In this manner a pathologic rage may be 
released, free action may be given to some sexual 
perversion, or acts of brutal assault may be committed. 
It is probable that most cases of pathologic intoxication 
described under the alcoholic disorders are cases of 
psychopathic personality, the abnormal reaction to 
alcohol being the expression of psychopathy unin- 
hibited. Some of the so-called periodic drinkers seem 
to be cases of this type. (They) can go so long without 
alcohol, may get along well for a month or two, then 
suddenly can stand the accumulated demand no longer 
and then only physical restraint can keep (them) from 
drinking. (They become) as ruthless in (their) quest 
for alcohol as the pathologic sex pervert is for his 
satisfaction.” 

The patient has been mentioned who fought off a 
nurse who tried to keep him from going to the first 
drink after abstinence; a patient unable to obtain 
alcohol drank the acid alcohol in a laboratory ; another 
drank the vanilla extract from the kitchen and the 
bay rum from the barber shop; one in a frenzy melted 
shoe polish and drank it. It is commonplace that the 
psychopathic alcoholic, when paroled from the psycho- 
pathic hospital. gets only as far as the closest bar. 
One patient tricked each one of the new doctors who 
took charge of the ward into giving him ground 
privileges, whereupon he proceeded to become in- 
toxicated as quickly as possible. ‘All of this behavior,” 
concludes the same work cited, “reminds us of the 
pattern of action which, once initiated, must be carried 
to fruition, the product in this case being the alcoholic 
stupor. The pattern of psychopathic action must be 
carried to completion, like an instinct, and like an 
instinct these ‘artificial psychopathic instincts’ make 
periodic demands upon the organism—hence the 
periodic alcoholic bout or other manifestation.” 

While the patient with a psychopathic personality 
ordinarily does not have suicidal tendencies, he does 
occasionally commit suicide. particularly when he suf- 
fers from the type of psychopathy known as pathologic 
emotionality and when this pathologic emotionality 
manifests itself as an acute depressive reaction under 
the influence of alcohol. As such patients sometimes 
become extremely depressed when they drink, it is 
then that they do away with themselves. A patient 
who had been under treatment periodically for acute 
alcoholism and who when under the influence of 
alcohol had developed pathologic rage reactions was 
believed by her family to have no suicidal tendencies 
whatsoever. The family constantly said that she would 
not do anything, that she would make threats but would 
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not carry them out. During one alcoholic bou:. the 
patient committed suicide, giving substantiation <0 the 
opinion expressed that these patients occasional 'y will 
and do commit suicide during pathologic emotional 
reactions, particularly those precipitated by alcohol, 
Patients suffering with psychopathic personaiity of 
the type known as pathologic emotionality are dinger- 
ous in other ways. During the usual manifestation of 
rage attack in this type of disorder, these patients 
commit assault.on others, may injure them severely 
and may even kill. Rarely the physician will encounter 
the case of a psychopathic personality, pathologic 
criminality, in which the individual will commit a 
murderous act because of a pathologic sex drive. These 
cases are ones that result in the most horrible offenses 
against society. The physician seldom is called upon 
to see such a case except possibly to attempt to diagnose 
the individual, who most people believe “must be 
insane” or he could not possibly commit such acts. 


Epileptic Disturbed States 


The disorder known as epileptic furor has been 
stated by some to be the condition in which the patient 
is more dangerous than any other patient. This is true 
at times. Patients who are subject to. epileptic furors 
will do careful planning even to lure the victim toa 
particular place and there carry out acts of violence, 
even homicide. They then have complete amnesia for 
the episode. The fact of the amnesia is borne out by 
cases in which the patient has committed murder and 
then has been found asleep over the body of the victim. 
Although the epileptic furor is a state in which the 
patient is extremely dangerous, I do not believe that 
he is quite so dangerous as the patient suffering from 
the disorder known as acute homosexual panic 
(schizophrenia, paranoid type), already described. 
The patient with the epileptic furor is suffering essen- 
tially from one of the epileptic automatisms or episodes 
of automatic behavior, for while in the amnesic state he 
plans his crime and carries out the abnormal behavior, 
later having no memory for this. 

We have already considered the cases of acute 
alcoholic psychosis, pathologic intoxication. I would 
like to make the thesis that patients suffering with 
this disorder are very similar to patients suffering 
from psychopathic personality, pathologic emotionality. 
These are cases with aggressive rage reactions. This 
similarity is discussed at greater length below. 

Another epileptic disorder which constitutes an 
acute psychiatric emergency is the patient suffering 
with psychomotor epilepsy. With the advent of im- 
proved electroencephalography, it is now a simple 
matter to make a diagnosis of psychomotor epilepsy. 


GP Volume XI, Number 6 


The 
4 whi 
7 tim 
| wit 
mo! 
abn 
: wit 
| 
cor 
| mo 
rec 
| 
| oft 
pel 
| 
| 
th: 
TI 
| 
| 
a be! | 
syn 
| bs} 
an 
| ar 
ar 
| 
| 
| 
| 
| 
| 
| 
| 
| 
| 
; | 
| 
| 
| 
| 
| 
: 


These individuals have periodic epileptic discharges 
which manifest themselves clinically as disturbed, at 
times violent, assaultive, aggressive behavior provoked 
by minor irritating stimuli from the environment or 
without provocation at all. The patient with psycho- 
motor epilepsy at times does remember partially his 
abnormal behavior and therein differs from the patient 
with the epileptic furor. He is, however, unable to 
control his disturbed, aggressive behavior. Psycho- 
motor epilepsy is much more common than is ordinarily 
recognized, and patients suffering with this disorder 
often are regarded as being simply willful and perverse, 
perhaps criminals, or. if the disorder occurs in child- 
hood, are considered to be behavior problems based 
upon environmental abnormalities. 

I would like to call attention to three syndromes 
that I believe to be basically identical (Figure 2). 


These are acute alcoholic psychosis. pathologic in- 


Figure 2. Essentially, these three 
syndromes—pathologic intoxication, 
psychopathic personality 

and psychomotor epilepsy— 

are basically the same 

and often due to the same cause, 
namely, brain injury. 


toxication; psychopathic personality, pathologic emo- 
tionality (of the aggressive type); and psychomotor 
epilepsy. These patients clinically have the same basic 
characteristics. They carry out disturbed, assaultive, 
aggressive behavior. They all are suffering with brain 
injuries, and the disorders arise from abnormal dis- 
charges emanating from the cerebral cortex. In all 
cases the discharges are out of the individual’s control 
and the patterns of behavior disturbance are quite 
similar. The one differentiating characteristic among 
the three is that the patient suffering from acute 
alcoholic psychosis, pathologic intoxication, ordinarily 
does not remember his disturbed behavior since he has 
amnesia for the episode. This is also true of the epileptic 
furor. It is believed, however, that patients with 
pathologic intoxication are really psychomotor epilep- 
tics who have their psychomotor epilepsy precipitated 
by small amounts of alcohol. Patients with the epileptic 
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disorder, psychomotor epilepsy, have their abnormal 
discharges without any stimulus, the condenser effect 
building up in the brain discharges by itself. Those 
with psychomotor epilepsy simply have less remaining 
cortical control than those with pathologic intoxication 
where the toxic factor must be present in order to 
loose the abnormal discharge. In psychopathic per- 
sonality with pathologic emotionality of the aggressive 
type, the situation is essentially the same as in psycho- 
motor epilepsy. In such cases the abnormal discharge 
may be sufficiently severe to free itself periodically 
without stimulus or other toxic factor, or it may re- 
quire the presence of some toxic factor. 


Drug Addiction 


In susceptible individuals, apparently any hypnotic 
or narcotic drug may produce mental disturbances if 
used to excess. Ordinarily, however, only certain 
opiates, when used excessively, result in what is usually 
known as narcotic addiction. The opiates have imme- 
diate effects on the person who takes them. Aside from 
the psychologic effect, opium has certain peripheral 
results from the effect on the central nervous system. 

After addiction has developed, the withdrawal 
symptoms are in general the opposite of symptoms 


SUICIDE: Preventive Measures 
1. Earlier recognition and improved management 
2. Reassurance, encouragement, helpful suggestions for those mildly 


troubled: encourage group activities for lonely persons 


3. Religion 
4. Prompt psychiatric referral in afl cases of attempted suicide or 


agitated depression 


5. Improved management in general and emergency hospitals 

6. Establishment of psychiatric pavilions in general hospitals 

7. Hospitalization of potential suicides by the psychiatrist 

8. Electrotonic therapy in the involutional disorders 

9. Legislation requiring continued treatment and consultation in cases 


of attempted suicide 


resulting from taking the drug. While the admiistra- 
tion of morphine, heroin, codeine, Dilaudid «+ De. 
merol—all here included under the general term 
opiates—slows the pulse rate, depresses respiration, 
relieves pain, produces sleep and depresses gla:idular 
function and muscular activity, withdrawal of the drug 
produces an increase in pulse and respiration: rates 
and the appearance of spontaneous pains. 

The first principle of emergency or long-term: treat- 
ment is that any physical cause of the addiction must be 
cured or relieved before withdrawal of the drug can 
be successful. If one attempts to withdraw the drug 
before that has been accomplished, one is certain to 
encounter an exacerbation of the original disease. 
The second principle is that one can withdraw the drug 
rapidly until the last half grain is to be taken away, 
at which time skillful handling of the case, usually 
employing the use of insulin, becomes important. 
The insulin subcoma withdrawal method is the most 
effective treatment in most cases. 

At times, when the addiction has been removed and 
drug withdrawal accomplished, a serious underlying 
psychosis or neurosis will be revealed. Intensive 
psychotherapy is essential in all cases, and the psycho- 
therapeutic attack upon the underlying personality 
disorder is basic to any long-term solution of the 
addiction problem. Although the problem of narcotic 
addiction seldom reaches emergency status, the gen- 
eral practitioner will do well to familiarize himself with 
methods of management in order to cope with the dis- 
turbed addict who may come under his care. 


Conclusion 


Numerous other psychiatric emergencies exist, but 
these are the ones most frequently encountered by the 
practicing psychiatrist and to a lesser extent by the 
general practitioner. The management of these cases 
requires extensive training, much more than the 
psychologic phase of psychiatric education that is ad- 
vocated in some quarters. The physician must have 
not only excellent training in psychologic medicine 
but must have a thorough education in and extensive 
knowledge of the anatomy of the nervous system and 
of its disorders. He must have strength of purpose as 
well as of body, for at times considerable physical 
strength and skill are required in the management of 
these acute and extreme cases. 
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Middle Lobe Syndrome 


BY SOL KATZ, M.D. 


THE MIDDLE LOBE SYNDROME refers to a clinicoradiologic 
entity caused by compression of the middle lobe 
bronchus by enlarged lymph nodes. 

It has been shown that the bronchus to the right 
middle lobe is more susceptible to extrinsic pressure by 
enlarged or cicatrizing lymph nodes than any other 
bronchus. This is explained by the fact that the right 
middle lobe bronchus is not only long and narrow but 
also forms an acute angle with the right main bronchus. 
Furthermore, it is surrounded by a chain of lymph 
nodes that drain the right middle and right lower lobes. 

When these nodes become enlarged they press on 
the middle lobe bronchus, resulting in broncho- 
stenosis and collapse of the lobe. In addition to nar- 
rowing of the middle lobe bronchus by external pres- 
sure, an acute bronchitis secondary to inflammatory 
lymphadenopathy results in bronchial edema with 
further bronchial obstruction. Obstruction of the mid- 
dle lobe bronchus may occur during any phase of 
lymph node involvement, from acute enlargement to 
the stage of calcification. 

Following the bronchial occlusion, the middle lobe 
may become atelectatic. More commonly however, sec- 
ondary infection occurs in the collapsed lobe. Re- 
peated episodes of infection result in persistent lym- 
phadenitis with further bronchial compression and 
infection thereby causing a self-perpetuating cycle. 
With each episode, there is more destruction of the 
lobe and damage to the bronchus, leading to bronchi- 
ectasis and chronic pneumonitis with varying degrees 
of fibrosis. In extreme cases, lung abscess, broncho- 
pleural fistuia and empyema may ensue. 

The syndrome may be asymptomatic, but more 
commonly manifestations of repeated pneumonitis ap- 
pear, associated with cough, expectoration and hemop- 
tysis. At times, the expectoration of a calcified lymph 
node which has eroded into the middle lobe bronchus 
announces the onset of the disease. 

The etiology of the lymphadenopathy is most often 
tuberculosis or nonspecific infection. Cases due to 
histoplasmosis, sarcoidosis and neoplasm have been 
noted. 

When the middle lobe is collapsed it folds down- 
ward against the heart. On the posteroanterior pro- 
jection this appears as a density in the medial portion 
of the right lung base which obscures the right border 
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Figure 1. Middle lobe syndrome due to obstruction by en- 
larged sarcoid lymph nodes. In the lateral view, the up- 
ward bulging of the short fissure indicates that the middle 
lobe is “drowned” due to retained secretions and infection. 


of the heart shadow. The horizontal fissure is dis- 
placed downward, and the heart may show slight shift 
to the right. The right lateral projection demonstrates 
the collapse best, and reveals a triangular density with 
the apex at the hilum and the base against the anterior 
chest wall. At times the middle lobe is so reduced in 
volume that it appears as a narrow band not much 
wider than a rib. Bronchography may reveal broncho- 
stenosis or the bronchiectatic changes. When the lobe 
is markedly infected and suppurative, its volume may 
actually be increased. When this occurs, the horizontal 
fissure is displaced upward and bulges. Such a lobe is 
often referred to as “drowned.” Enlarged lymph nodes 
or calcified lymph nodes may be seen. 

Body section roentgenography, especially in the 
lateral view, may show the obstructing nodes as well 
as narrowing of the lobar bronchus. 
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The Management of Viral Hepatitis 


VIRAL HEPATITIS is the most common single disease 
producing jaundice (Figure 1). It is a source of pro- 
longed disability and a possible precursor of irreversible 
chronic disease. Its frequency has been recently em- 
phasized in the lay press (Figure 2). The clinical fea- 
tures are well known and the epidemiologic informa- 
tion obtained during the past ten years has been dis- 
cussed in many reviews. The recent modifications in 
terminology and the problems involved in the manage- 
ment of patients with this disease, with emphasis on 
the importance of the epidemiologic aspects, continue 
to warrant consideration. 


Etiology and Epidemiology 


The agent responsible for infectious hepatitis has 
been called “Virus A” or “I.H.” to distinguish it from 
the organism causing homologous serum hepatitis, 
“Virus B” or “S.H.” The properties of the two agents 
are shown in Table 1. 

Virus A infection may be produced in volunteers by 
oral or parenteral administration of infective material, 
with an incubation period, by either route of 15 to 42 
days. Spontaneous infection usually is acquired as the 
result of ingestion of unsafe food, water or milk, con- 
taminated by patients with the disease or by asympto- 
matic carriers. Some of the latter have been found to 
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Infectious (Virus A) hepatitis often has an influenzal onset, 
while serum (Virus B) hepatitis usually begins insidiously. 
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The course of the icteric phase is similar in these two diseases, . 
although Virus B hepatitis is somewhat more serious. Ps 
Management should include precise diagnosis, diet and bed rest {in 
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harbor the virus in the stool for periods up to one 
year. Infrequently this agent has been shown to be 


Hepatitis, 35 per cent 


MEDICAL JAUNDICE 


= 


Surgical Jaundice, 40 per cent 


Figure 1. Distribution of main causes of jaundice in a public general 
hospital. The incidence of medical jaundice, in general, and of 
hepatitis, in particular, is even higher in private practice. 
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transmitted by the infusion of blood from donors dur- 
ing the incubation period of infectious hepatitis. The 
administration of gamma globulin during the iacuba- 
tion period is highly effective in preventing infectious 
hepatitis. 

Virus B infection can be transmitted only by the 
parenteral route. The infusion of blood or plasma, the 
administration of vaccines or other biologicals, the use 
of contaminated syringes in hospitals, clinics, or by 
narcotic addicts, and the use of poorly sterilized razors 
in barber shops have all been established as modes of 
transmission of serum hepatitis. 

It has been estimated that up to 6 per cent of the 
population may be carriers of Virus B, but that rigorous 
exclusion of patients with a history of jaundice may 
reduce the incidence of “‘carrier-donors” to 0.2 per 
cent. Neefe and his associates have shown that carriers 
of Virus B, though nonsymptomatic, may frequently 
show abnormal hepatic function, thus providing a 
supplemental method to exclude infective blood or 
plasma. 

The relative incidence of serum hepatitis following 
the use of various biologic preparations is shown in 
Figure 3 and Table 2. Early studies suggesting that 
ultraviolet irradiation of plasma would destroy the virus 
of serum hepatitis have not been substantiated. All 
lyophilized pooled plasma may produce hepatitis in 
the recipients. The incidence is lowest when small 
plasma pools (ten donors or less) are used and highest 


with the use of massive pools (nationwide pooling). 
The storage of liquid plasma at room temperature for 
six months has been reported to decrease the infec- 
tivity of pooled plasma, but this promising technique 
has not been evaluated widely. Nevertheless, a number 
of blood banks have adopted it. 

The products of plasma fractionation may also serve 
as a source of serum hepatitis. Topical thrombin has 
been clearly implicated as a source of hepatitis in a 
large percentage of patients in whom this material was 
used at surgery. The current methods of preparing 
antihemophiliac globulin, albumin and gamma globulin 
have been shown to destroy the virus. In contrast to 
Virus A infection, Virus B infection cannot be pre- 
vented by the administration of gamma globulin. 


Clinical Aspects 


The clinical aspects of infectious and serum hepatitis 
are similar, once jaundice has appeared (Figure 4). 
Both diseases are characterized by anorexia, fatigability, 
malaise and epigastric discomfort. Although jaundice 
is a traditional characteristic, anicteric forms of both 
types of hepatitis occur. The incubation period, onset, 
the age groups affected and perhaps the prognosis show 
some differences. 

Almost all patients with serum hepatitis have an 
insidious onset with fever, if present, minimal. The 
prodromal period of infectious hepatitis, on the other 
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Figure 2. Headline in newspaper illustrating the high incidence of 
infectious hepatitis. (Reprinted from Chicago Daily News, with 
permission of the publishers.) 


hand, is characterized in most patients (70 per cent) 
by fever up to 104° F., chilliness and other symptoms 
suggesting generalized infectious disease. Evidence of 
hepatic involvement usually appears a few days after 
this onset. In only one-fourth of the patients with in- 
fectious hepatitis is the onset as insidious as that 
characteristic of serum hepatitis. 

Generally, the symptoms subside 24 to 72 hours 
after jaundice has appeared in both forms of viral hepa- 
titis. It is well known that the patient whose symptoms 
remain severe more than several days after jaundice 
has appeared, is gravely ill. 

Abnormalities on physical examination are limited to 
jaundice, moderate lymphadenopathy and discomfort 
on compression of the upper abdomen, with or without 
hepatomegaly. Although the impression of hepato- 
megaly is frequent, the liver edge is usually uncer- 
tainly defined. Pain and tenderness in the right upper 
abdominal quadrant or epigastrium have been em- 
phasized as a traditional feature of hepatitis. The usual 
findings, however, are discomfort on compression and 
a dull nauseating pain rather than sharp pain. Spider 
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Figure 3. Helative incidence of serum hepatitis following the ad- 


ministration of various blood products. 
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angiomata are seen only in prolonged disease which 
has progressed to subacute yellow atrophy or post- 
necrotic cirrhosis, not in early acute hepatitis. 


Prognosis 


Most epidemics of infectious hepatitis have been 
characterized by a low mortality rate (0.2 to 2 per cent), 
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although occasional epidemics are associated with a 
higher death rate. The mortality rate of serum hepa- 
titis, on the other hand, has been reported to vary 
from 10 to 20 per cent. Whether the higher mortality 
rate in serum hepatitis is related to the underlying de- 
bilitating disease usually present in patients receiving 
blood or plasma, to the fact that serum hepatitis oc- 
curs predominantly in older patients, or to the proper- 


ties of the virus remains uncertain. The usual mode 
of death in viral hepatitis is hepatic coma which may 
follow a brief fulminant course (acute yellow atrophy) 
or may occur after 30 to 60 days of prolonged illness 
(subacute yellow atrophy). 

Complete recovery occurs in three months or less in 
approximately 80 per cent of all patients with infectious 
hepatitis. Fifteen per cent require an additional nine 
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months for complete recovery. Of the 4 per cent who 
continue to have symptoms, signs or laboratory evi- 
dence of persisting hepatic disease after one year, an 
indeterminate number (probably less than 1 per cent) 
will develop post-hepatitic cirrhosis. This is usually 
the post-necrotic type, although there are some ob- 
servers who feel that Laennec’s cirrhosis may also occur 


(Figure 5). 


Laboratory Aspects 


Leukopenia, with a relative lymphocytosis is com- 
mon. A leukocyte level above 10,000 suggests that the 
diagnosis is in error, or that there is a complication. 
The earliest laboratory evidences of hepatic disease are 
bilinuria and abnormality of the bromsulphalein excre- 
tion, seen in the latter part of the preicteric phase. 
Hyperbilirubinemia usually follows bilinuria by several 
days. The cephalin-flocculation test in most patients 
becomes abnormal before the thymol turbidity does. 
Increased levels of urine urobilinogen may be among 


the earliest abnormalities, although this is not a «on- 
stant finding (Figure 6). Elevation of the serum aika- 
line phosphatase level is seen in the majority of pa- 
tients, with the usual level below 15 Bodansky units, 

In the deeply jaundiced patient the laboratory data 
may transiently suggest obstructive jaundice—high 
serum bilirubin, markedly positive urine bilirubin test, 
and elevation of the alkaline phosphatase level. Gen- 
erally the duration of this phase is brief, and its resolu- 
tion usually is heralded by a rise in urine urobilinogen 
(Figure 6). This brief phase is to be distinguished 
from the relatively rare case of cholangiolitic hepatitis 
characterized by a prolonged period of persistent deep 
jaundice and distinguished with difficulty from ob- 
structive jaundice. 


Diagnostic Considerations 


The recognition of viral hepatitis entails the aware- 
ness that it may appear as icteric or anicteric disease. 
A history suggestive of hepatitis including recent onset 
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incubation period | (15-42 days) of disease 
"Virus entry {oral} 


if 


period (50-140 days} 
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90 days 


Figure 4. Diagrammatic representation of the clinical course of in- 
fectious and serum hepatitis. Note the differences in incubation 
period and the characteristic febrile onset of infectious as contrasted 
with serum hepatitis. 
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of overwhelming fatigability, anorexia and abdominal 
distress, whether or not preceded by a febrile period, 
is an impcrtant aid in the differential diagnosis of 
jaundice. The jaundice can usually be recognized as 
hepatocellular by the pigment studies (increased urine 
urobilinogen and bilirubin), abnormality of the floccu- 
lation tests and the modest degree of elevation of the 
serum alkaline phosphatase level. 

When the first group of studies of hepatic function 
suggest obstructive jaundice in a patient who is young 
or in whom other clinical features suggest hepatitis, it 
may be well to repeat the studies a few days later. 
Such patience may be rewarded by evidence of begin- 
ning subsidence of the jaundice and of its hepatocel- 
lular nature (Figure 6). 

In contrast to the usual ease of recognizing hepa- 
tocellular jaundice with a transient phase simulating 
obstructive jaundice, is the difficulty of arriving at the 
correct diagnosis in a patient with cholangiolitic hepa- 
titis. Even in these patients, the distinction from ob- 
structive jaundice is usually possible, if clues in the 


Figure 6. Diagrammatic representation of the chief laboratory fea- 
tures of viral hepatitis. The usual course is shown by the solid lines, 
- the biochemical evidences of relapse are represented by the 
Hines. 
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Figure 5. Prognosis of acute infectious hepatitis. 


history, laboratory evidences of hepatic abnormality 
and the histologic picture seen at liver biopsy are 
considered. Youth, an onset suggestive of hepatitis, 
and positive flocculation tests all support the likelihood 
that apparent obstructive jaundice is due to cholangi- 
olitic hepatitis, while advanced age, an insidious onset 
of jaundice, negative flocculation tests and a high 
serum alkaline phosphatase are sufficiently suggestive 
of obstructive jaundice to warrant surgical explora- 
tion. Where the differential diagnosis is difficult, im- 
portant assistance can be obtained by determining the 
level of urobilinogen in the stool, if this procedure is 
available. If the level is persistently below 10 mg. in 24 
hours, obstructive jaundice can be presumed to be 
present. Such an approach will rarely lead to surgical 
intervention in patients with medical jaundice. 

Differentiation of viral hepatitis from infectious 
mononucleosis, Weil’s disease and alcoholic cirrhosis 
with jaundice can usually be made by applying the 
criteria shown in Table 3. Jaundice due to toxic hepa- 
titis must be considered in the patient who has re- 
ceived drugs such as the thiouracil derivatives, para- 
aminosalieylic acid, sulfonamides, methyl testosterone 
and chlorpromazine, to name but a few. 

Fever persistent after jaundice has appeared, leu- 
kocytosis, cerebrospinal fluid abnormalities, urinary 
abnormalities and azotemia should cast doubt on the 
diagnosis of viral hepatitis. The febrile jaundiced pa- 
tient is more likely to have infectious mononucleosis, 
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Weil’s disease or alcoholic cirrhosis than viral hepati- 
tis. Nuchal rigidity and pleocytosis in the spinal fluid 
are seen most frequently in leptospirosis, occasionally 
in mononucleosis, very rarely in viral hepatitis. When 
this is accompanied by spinal fluid xanthochromia it is 
almost diagnostic of Weil’s disease. Abnormalities of 
the urinary sediment and azotemia are consistent with 
a diagnosis of Weil’s disease or cirrhosis with jaundice 
but not with one of viral hepatitis or infectious mono- 
nucleosis. 

The distinction between Virus A and Virus B hepa- 
titis is frequently difficult. If the illness has been 
ushered in with a febrile pre-icteric period in a patient 
with a history of ingestion of unsafe water two to six 
weeks earlier or exposed to other individuals with a 
similar illness, the likelihood is good that it is infec- 
tious hepatitis (Virus A infection). If the jaundice has 
developed insidiously with no pre-icteric illness or with 
an afebrile prodromal period marked only by fatig- 
ability, malaise and anorexia, serum hepatitis (Virus B 
infection) is a likely but not certain diagnosis. If there 
is a history of needle puncture of the skin for the ad- 
ministration of drugs, vaccines, heroin or tattooing or 
for the withdrawal of blood, serum hepatitis is probably 
the diagnosis. 

Anicteric hepatitis should be suspected in the pa- 
tient who complains of overwhelming fatigability, dis- 
comfort in the epigastrium or right upper quadrant, 
anorexia, frequently preceded by fever. Increase in dis- 
comfort with palpation of the upper abdomen may be 
present, with or without a palpably enlarged liver. 
Abnormality of liver function as measured by bromsul- 
phalein excretion, thymol turbidity or cephalin floc- 
culation tests and elevated serum bilirubin levels, are 
helpful. Usually the diagnosis can be only presumptive. 

Liver biopsy is usually not necessary in the diagnosis 
or management of viral hepatitis. It is rarely needed to 
differentiate medical from surgical jaundice. When 
considered in the latter situation, the hazard of biopsy 
in the patient with common duct obstruction should 
be remembered. The procedure is of assistance in 
distinguishing viral hepatitis from cirrhosis with jaun- 
dice, and may be helpful in the study of the patient 
with delayed recovery in whom the possibility of other 
types of hepatic disease presents itself. 


Management 


The treatment of infectious hepatitis includes bed 
rest and an adequate diet. Although it has been sug- 
gested recently that bed rest may be less essential than 
was formerly supposed, most students of liver disease 
prefer to keep patients at rest until certain criteria are 
satisfied, including (1) jaundice has subsided; (2) the 
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serum bilirubin level has returned to normal or has 
reached a plateau below 2 mg.; (3) bromsulphalei:: re- 
tention at 45 minutes is less than 10 per cent; (4: the 
patient is able to tolerate partial activity without clin- 
ical or laboratory evidence of worsening. 

An exception to the above program may need to be 
made when the patient’s clinical improvement has 
been complete but laboratory abnormality persists at 
a somewhat higher level. Even with bromsulphalein re- 
tention of 15 to 20 per cent at 45 minutes, return to 
full activity may be allowed, if the abnormality seems 
static after several weeks and worsening does not occur 
with activity. Such patients usually go on to full re- 
covery. Nevertheless, they should be carefully observed 
for evidence of exacerbation of disease during the 
period of increasing activity. Abnormality of only the 
flocculation tests, with no other laboratory evidences 
of hepatic disease, is not an indication for continued 
bed rest. Persistence of elevated levels of serum bili- 
rubin for months or years is apparently not significant 
of important disease. However, a combination of per- 
sistent abnormality of bromsulphalein excretion, posi- 
tive flocculation tests and high bilirubin level is much 
more significant than abnormality of only one of these 
laboratory indices. Patients with such widespread ab- 
normality may well be presumed to have active disease. 
Their treatment should be continued until the criteria 
of recovery described above have been met. 

The usual diet prescribed is high in calories (3,000 
per day), moderately high in protein (120 to 150 Gm. 
daily), high in carbohydrates (400 Gm.) and moderately 
high in fat (100 Gm.). Fat restriction, as practiced in 
the past, has been shown to be unnecessary. The fats 
allowed, however, should be largely of dairy origin. 

In the obese patient with hepatitis, the calorie intake 
should be proportionately reduced. A further modifica- 
tion of the prescribed diet may be indicated for the 
steadily worsening patient who by progressive drowsi- 
ness or personality change, may be showing evidence 
of impending hepatic coma. In such patients it is well 
to decrease the protein intake to 40 or 50 Gm. a day 
until recovery from the critical phase seems assured. 
There is no evidence that choline, methionine or vita- 
min Bi have value in treating infectious hepatitis. 

ACTH and cortisone have been shown to increase 
the speed of recession of jaundice, but not to shorten 
the course of the disease. Indeed, it has been suggested 
that the incidence of relapse and chronicity is higher 
in patients receiving “steroid therapy.” In patients 
with severe hepatitis who have developed hepatic coma, 
however, we believe, that ACTH or cortisone should 
be administered. Recovery has followed the use of these 
agents in patients who might otherwise have been ex- 
pected to die of their disease. 
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Prevention of infectious hepatitis rests on “‘stool- 
isolation” of patients with acute disease, maintenance 
of proper sanitation and a safe water supply. Gamma 
globulin (.01 cc./lb. of body weight) may be adminis- 
tered to members of the families of patients with this 
disease, or to larger groups during epidemics. 

The incidence of serum hepatitis can be decreased 
by restricting the use of pooled, lyophilized plasma to 


dire emergencies. Whenever possible, single units of 
plasma, preferably stored in the liquid state, or of 
blood should be used instead. Scrupulous sterilization 
and cleansing of needles and syringes should be 
practiced. Laboratory technicians and personnel of 
operating rooms and “central supply” units of hos- 
pitals should be warned of the dangers of acquiring 
the disease from contaminated, broken glassware. 


Surgery of Valvular Pulmonic Stenosis 


IsoLaTED valvular pulmonic stenosis has come to be re- 
garded as a rather common congenital defect. Until re- 
cently the method for surgical correction of this defect 
entailed a blind transventricular approach. However, 
development of the technique of operating under con- 
ditions of hypothermia has enabled surgeons to operate 
while actually viewing the diseased valves. 

This new method would seem to afford better pros- 
pects for complete relief of the valvular stenosis. Blount 
and his associates have tested the validity of this as- 
sumption by comparing the results of blind operation 
with those obtained by operation with direct pulmonary 
arterial approach, There were five patients in each 
group. A comparison of the effects of the two types of 
surgical approach can be obtained by study of the ac- 
companying table. 

The most striking difference in results was in the 
postoperative pressure gradient between right ventricle 
and pulmonary artery. This gradient remained abnor- 
mally high in patients operated on by the blind ap- 
proach. This indicates that valvular stenosis was incom- 
pletely relieved. In contrast, the other groups of pa- 
tients apparently were afforded complete relief of ste- 
nosis. This fact was reflected in the greater reduction in 
intensity of the systolic murmur in the patients treated 
by the direct approach. 

Sidelights. Although often asymptomatic when first 
diagnosed, valvular pulmonic stenosis is not the benign 
lesion it appears to be. Blount and associates recom- 
mend careful hemodynamic evaluation in every case— 
advise surgical treatment in all patients demonstrating 
right ventricular systolic pressures exceeding 75 mm. 
Hg. 

Postoperatively, heart size usually increases some- 
what at first—then remains unchanged (see accompany- 
ing diagram). The mechanism for this enlargement is 
uncertain. Probably it represents an increased diastolic 
volume of the right ventricle. 

After operation by the direct approach, all five pa- 
tients had a diastolic murmur indicating pulmonic valve 
insufficiency. There was no evidence that this new de- 
ve'opment was deleterious. (Circulation, 10:161, 1954.) 
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Diagram showing postoperative increment in cardiac silhouette 
(dotted lines in color). in valvular pulmonic stenosis. 


Blind Approach Direct Approach 
Symptoms 
Electrocardiogram No significant difference 
Heart size in results 


Pulmonary vascularity 


Systolic murmur Grade 4 or more Grade 4 or more 
preoperatively 

Systolic murmur Grade 3 or more Grade 2 
postoperatively 

Preoperative R. V. Average 168 mm. Average 116 mm. 
pressure 

Postoperative R. V. Average 65 mm. Average 28 mm. 
pressure 

Preoperative P. A. low low 


pressure 


Postoperative P. A. Normal in 2 of 5 Normal in all 


pressure 


Average 5 mm. 
(normal) 


Average 43 mm. 
(high) 


Postoperative R. 
P. A. pressure 
gradient 
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Hypocalcemic Tetany 


The commonest cause of hypocalcemic tetany is inadvertent 
removal of the parathyroids at the time a subtotal thyroidectomy 
is performed. In other instances, hypocalcemia develops 
spontaneously or for chemical reasons. Treatment 

of hypoparathyroidism is, in a sense, symptomatic. Nevertheless, 
that treatment is important if serious late effects 

of hypoparathyroidism are to be prevented or postponed. 
Usually this can be accomplished by administering 

calcium chloride and vitamin D or AT-10. 


BY PHILIP K. BONDY, M. D. 


Department of Internal Medicine, Yale University School of Medicine 
New Haven, Connecticut 


THE CONCENTRATION of calcium in the serum is ordi- 
narily maintained constant within very narrow limits 
(9.5 to 10.5 mg./100 cc.). When, for any reason, the 
serum calcium is depressed, the body suffers a series of 
derangements that affect almost all of the various organ 
systems. The clinical syndrome produced by hypocal- 
cemia varies according to the acuteness with which the 
deficit develops and the length of time it has been 
established. Although the typical syndrome of hypo- 
calcemic tetany is usually easy to recognize, the disease 
may present so subtle a picture that its recognition 
taxes the abilities of the most experienced diagnosti- 
cian. 

There are two components to the serum calcium— 
the fraction that is bound by plasma protein and plays 
no part in regulating the neuromuscular irritability, 
and the portion that is ionized and is responsible for 
controlling the irritability of the nervous system, gut, 
cardiac musculature, etc. It is variations in the ionic 
fraction of the plasma calcium that are important in 
the production of the syndrome of tetany. 


Hypoparathyroid Tetany 


The concentration of ionized calcium depends on 
the integrity of the parathyroid glands, and on the ab- 
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sorption of adequate amounts of calcium from the diet. 
Under ordinary circumstances the bones provide so 
huge a reservoir that inadequate calcium absorption 
may persist for many months without causing an appre- 
ciable change in the serum calcium concentration. By 
far the most common cause of hypocalcemic tetany in 
adults in the United States is, therefore, deficient para- 
thyroid function. Although spontaneous parathyroid 
failure occasionally occurs, the usual cause is para- 
thyroidectomy resulting inadvertently from thyroid sur- 
gery. This complication has been reported in from 
0.08 to 4.0 per cent of patients undergoing subtotal 
thyroidectomy. The usual course is illustrated by the 
following case: 

A.K. suffered her first attack of hyperthyroidism in 
1941 at the age of 22. After preparation with Lugol’s 
solution, a subtotal thyroidectomy was performed 
without apparent difficulty. Four days after operation 
she complained of tingling of the hands and lips. Tap- 
ping her pre-parotid region produced a typical Chvo- 
stek reflex, and her hands assumed the characteristic 
spastic appearance described by Trousseau when 4 
tourniquet was applied (Figure 1). A serum calcium 
was 5.9 mg. and a phosphorus, 5.2 mg. Intravenous 
calcium chloride produced an immediate alleviation of 
symptoms. The oral administration of 8 Gm. of cal- 
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cium lactate and 0.6 mg. of dihydrotachysterol con- 
trolled the symptoms and raised her calcium to 9.0 
mg., while lowering the phosphorus to 4.8 mg. She 
has continued to take medication until the present 
time. At the time of her last examination, in February, 
1953, the calcium was 7.1 mg. and the phosphorus 3.3 
mg. Her medication at that time was 7.2 Gm. of cal- 
cium chloride and 50,000 units of vitamin D daily. 
The appearance of tetany is not always so prompt 
nor so typical as in the patient just described. Unless 
the serum calcium and phosphorus concentrations are 
determined postoperatively as a routine precaution, a 
certain number of cases will not be recognized. When 
the clinically inapparent (“‘latent”) tetany becomes 
manifest much later, it may present a very difficult 
diagnostic problem. This is illustrated by K.M., a 
Canadian-born woman, who was operated on for col- 
loid goiter with obstructive symptoms in 1922, at the 
age of 36. In 1935, recurrence of the goiter necessi- 


Figure 1. Spasm of hands in tetany. 
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tated a second operation. The patient felt fine there- 
after until 15 years later when she began to suffer from 
attacks of dyspnea. At first it was thought that these 
attacks were caused by arteriosclerotic and hyperten- 
sive heart disease with congestive failure. The dysp- 
neic episodes, however, came on suddenly, lasted only 
about one minute, and were accompanied by noisy, 
“crowing” respiration with greatly exaggerated move- 
ments of the respiratory muscles. Since these symp- 
toms had developed immediately after the patient’s 
husband committed suicide by hanging, it was be- 
lieved that they were psychogenic. After several 
months of psychotherapy without relief, serum chemi- 
cal studies revealed a calcium of 4.3 mg., phosphorus 
of 5.4 mg., albumin of 2.4 Gm. and globulin of 3.2 
Gm. The Chvostek and Trousseau signs were strongly 
positive, and the patient recalled on careful question- 
ing, that she had begun to have tingling of her fingers 
and around her mouth about the same time as she 


77 


¥ 
. 


Figure 2. Skull films of patient, D. R., showing calcification of the 
basal ganglia and cerebellum. (Reproduced by permission of Dr. 
Arnold H. Janzen and Dr. William J. German.) 


developed laryngeal stridor. She also had developed 
mental depression, weakness and exhaustion. Within 
a few weeks after starting treatment with calcium 
lactate and Calciferol, both the chemical and subjective 
evidences of tetany had cleared, and she no longer felt 
depressed and exhausted. 

This patient illustrates the need for keeping the 
diagnosis of hypoparathyrodism constantly in mind in 
any patient who has had thyroid surgery, however long 
the asymptomatic interval may have been. It is impos- 
sible to be certain, in this case, that some degree of 
3 hypoparathyroidism might not have been detectable 
_ shortly after the operation if it had been sought. It is 
aa not uncommon for even fairly severe degrees of hypo- 

parathyroidism to be present in unrecognized form be- 
% cause the presenting symptoms are nonspecific—fa- 
i | tigue, backache, irritable bowel, etc. The development 
te of overt tetany in a patient with long-standing latent 
parathyroid deficiency may occur after trauma, emo- 
tional disturbances (as in this patient) or spontane- 
ously. 

Although post-thyroidectomy hypoparathyroidism 
| is the most common cause of hypocalcemic tetany, it is 

not the only one. Hypoparathyroidism may also occur 
| spontaneously, The syndrome, moreover, may not ap- 
| pear until late in life, as occurred in D.R., a 55-year- 
old woman, who became moody, depressed, forgetful 
oe and somnolent after the death of her brother. About 
six months later she noticed twitching of the right side 
of her face and of her right arm and leg. The spasms 
lasted about a minute and were not accompanied by 
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convulsions, or sensory disturbances. During the next 
six months she began to drag her right foot, and her 
tongue protruded to the left. Deep tendon reflexes 
were depressed, but a Trousseau sign was positive. Al- 
though it was initially thought that the patient hada 
brain tumor, proper diagnosis was made after the se- 
rum chemistries revealed a calcium of 6.2 mg., and 
phosphorus of 5.5 mg., and a urine Sulkowitch test for 
calcium failed to produce the normal precipitate. The 
electroencephalogram was diffusely abnormal without 
lateralization. Symmetrical calcification of the basal 
ganglia was demonstrated by x-rays of the skull (Fig- 
ure 2). After several months of treatment with calcium 
chloride and Calciferol, the serum chemistries had re- 
turned to normal and she had no further symptoms. 


Chemical Hypocalcemia 


Under certain circumstances, the serum calcium may 
be lowered acutely as a result of the presence of chem- 
icals that bind calcium and remove it from the blood. 
This is illustrated in the case of O.S., a 35-year-old 
alcoholic woman, who had cirrhosis and multiple vita- 
min deficiencies. For a week before admission to the 
hospital she had had increasing abdominal pain, and 
had noticed bulky yellow stools. About two days be- 
fore admission she had tingling of her fingers and toes 
and stiffness of her arms and legs. On admission she 
had clear-cut evidence of tetany and also moderately 
severe abdominal tenderness. Treatment with calcium 
salts and vitamin D relieved the tetany. 
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A tentative diagnosis of acute pancreatitis was made, 
but the serum amylase was normal, probably because 
the patient had passed the acute phase before being 
admitted to the hospital. During the next 18 months, 
the patient gradually developed increasingly severe 


jiabetes mellitus and her stool fat and nitrogen con- © 


ent steadily increased. Her tetany was well-controlled 
for a while with calcium and vitamin D, and when 
these were discontinued after about a year, her serum 
alcium and phosphorus concentrations remained 
sormal. 

The acute temporary hypocalcemic attack suffered 
by this patient was probably a result of pancreatitis 
with associated fat necrosis. The liberation of fatty 
acids by the pancreatic enzymes permitted the forma- 
tion of insoluble calcium soaps which precipitated cal- 
dum from the serum more rapidly than it could be 
nobilized from bone. When the acute phase of the 
pancreatitis had subsided, this factor was no longer 
important, and the serum calcium returned to normal. 
As the pancreatic insufficiency progressed, however, 
increasing amounts of calcium were probably trapped 
in the bulky, fat-laden stools. Over a period of time, 
this loss of calcium into the feces might be expected 
to produce a nutritional calcium deficiency. Although 
this situation has not yet appeared in O.S.., it is com- 
monly seen in patients with chronic steatorrhea as a 
part of the syndrome of sprue, chronic pancreatic defi- 
ciency or intestinal shunting operations, 

Calcium can also be removed from the serum by 
poisons. This situation is especially likely to occur in 
patients poisoned with large doses of sodium or potas- 
sium fluoride (a common rodenticide). The fluoride 
circulating in the plasma precipitates the calcium as 
insoluble calcium fluoride. Although severe tetany oc- 
curs in patients poisoned with fluoride, it can be con- 
trolled with large amounts of calcium intravenously 
and is not usually the critical factor in the survival of 
the patient. 


Effects of Hypocalcemia 


The effects of hypocalcemia may become manifest 
through several of the organ systems. The one most 
commonly affected is the nervous system. When the 
plasma ionized calcium concentration drops below a 
critical level, increased neuromuscular irritability de- 
velops. This may cause subjective feelings of numb- 
ness and tingling of the fingers or the circumoral re- 
gions and tightness of the muscles, especially of the 
fingers. back and neck. This tightness often causes ac- 
tual ain in the lumbar regions, over the shoulders and 
up th: back of the neck. If involvement of the nuchal 
musci:s becomes very severe, the pain may be misin- 
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terpreted by the patient as an occipital headache. In 
some patients, the increased irritability may proceed to 
epileptiform convulsions. 

It is not certain at present whether convulsions asso- 
ciated with hypocalcemia are actually due to the low 
serum calcium per se, or whether the decreased thresh- 
old produced by hypocalcemia permits a previously 
unrecognized tendency to idiopathic epilepsy to be- 
come clinically apparent. In rare cases, the convulsions 
may be accompanied by papilledema and an increase 
in the spinal fluid pressure and protein. The combina- 
tion of headache, convulsions, papilledema and elevat- 
ed spinal fluid protein would certainly cause one to 
consider the diagnosis of brain tumor; yet all of these 
manifestations can be reversed by proper treatment of 
the tetany. 

In patients who have had hypocalcemia for a long 
period of time there is sometimes symmetrical calcifi- 
cation of the basal ganglia of the brain, as was seen 
in D.R. 

Most patients with hypocalcemia present a variety 
of subjective neuropsychiatric complaints such as 
weakness, lethargy, fatigue, somnolence, inatten- 
tiveness and even outright psychosis. If this type of 
symptom predominates, the examining physician may 
be inclined to dismiss the entire picture as “neurotic”’ 
as was done in the patient K.M. previously described. 

The epithelial structures are also affected by hypo- 
calcemia. The most striking and disabling lesion in 
this category is the presenile cataract which is almost 
certain to develop in patients with deficiency of long 
standing. Cataract may occur, however, after only a 
few months of hypocalcemia, and it may be the only 
detectable clinical manifestation of deficiency. The ap- 
pearance of cataracts in a young person should always 
raise the question of hypocalcemia. 

In addition to changes in the lens, changes of the 
fingernails and toenails also occur frequently in pa- 
tients with chronic deficiency. The lesions usually con- 
sist of transverse ridging and thickening of the nails; 
in some cases fungous infection has also been described. 
It is also claimed that patients with hypoparathyroid- 
ism are particularly susceptible to minor fungous in- 
fections of the skin and mucous membranes. 

The physical examination of a patient with tetany 
may be unrevealing. Demonstration of positive Chvo- 
stek or Trousseau signs, however, or the presence of 
cataracts or of transverse ridging of the fingernails 
should suggest the need for further study of the cal- 
cium metabolism. The Chvostek and Trousseau signs 
are not specific for hypocalcemic tetany; they also oc- 
cur in tetany caused by hyperventilation, and may 
even be seen occasionally in patients who have no 
other evidence of tetany of any type. M.A.M., for ex- 
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ample, was a 17-year-old girl who had a radical left 
neck dissection for removal of an isolated thyroid nod- 
ule believed, on frozen section, to be carcinomatous. 
After the operation, she was given a course of deep 
x-ray therapy to the base of her neck and her upper 
thorax. Shortly thereafter she complained of stiffness 
and tenderness in the muscles of the back of her neck. 
The Chvostek was strongly positive. Several serum 
calcium and phosphorus determinations were, how- 
ever, within normal limits. She was given small doses 
of calcium lactate and Calciferol for two months, with 
complete relief of symptoms. The serum calcium did 
not change during therapy, nor did it alter after all 
treatment was stopped. At the present time, after 
more than a year without any form of treatment, the 
patient still has a strongly positive Chvostek sign. In 
retrospect, it seems most unlikely that any parathy- 
roid deficiency existed in this case, since the right side 
of the neck had not been touched surgically, and since 
the parathyroid glands are very resistant to radiation. 


Special Diagnostic Considerations 


The diagnosis of hypocalcemic tetany is established 
by demonstrating a low serum calcium. The phospho- 
rus is elevated when the cause is hypoparathyroidism, 
but when the primary difficulty is in the absorption of 
calcium, as in patients with steatorrheas, the phospho- 
rus is usually normal, or even depressed. Since the 
clinical methods for determining serum calcium esti- 
mate both the protein-bound and the ionized calcium, 
it is necessary to know the plasma protein concentra- 
tion before evaluating the serum calcium. One can set 
up elaborate mathematical relationships between total 
calcium, plasma protein and ionized calcium. 

For practical purposes, however, it is probably 
enough to know that if the plasma protein (especially 
the albumin) is depressed, the total serum calcium can 
be somewhat lower than the limits ordinarily set and 
yet the ionized calcium may still be within normal 
bounds. Because of the importance of the plasma pro- 
teins in controlling the portion of the total serum cal- 
cium which is ionized, it is desirable to obtain protein 
determinations with each determination of calcium and 
phosphorus. 

When a diagnosis of hypocalcemia has been estab- 
lished, the cause of this defect must be determined. If 
the patient has had previous thyroid surgery, hypo- 
parathyroidism is usually the result of the surgery. If 
there is doubt, however, or if the patient has no oper- 
ative history, it is worth while to study the effects of 
parathormone on the phosphate excretion in the urine, 
in order, by establishing the ability of the patient to 
respond to parathormone, to prove that the deficit is 
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one of inadequate parathormone secretion ratl:«r thay 
of inability to respond to the hormone. 

In cases where steatorrhea is present the dignosis 
may be obvious, but in some cases careful fat, protein 
and calcium balance studies may be required tv estab. 
lish the diagnosis beyond question. Such studies are 
usually too difficult for ordinary medical practice, since 
they require access to a metabolic balance ward. If the 
diagnosis requires such elaborate studies, it is there- 
fore usually best to refer the patient to a medical cen- 
ter equipped for this type of procedure. 


Treatment 


The treatment of hypocalcemia is directed toward 
preventing symptoms and restoring normal serum 
electrolyte concentrations. Whien the manifestations 
are very acute and severe, emergency measures may 
be needed to raise the serum calcium concentration 
immediately. The chief hazards of acute hypocalcemia 
are convulsions and laryngeal stridor, which may occa- 
sionally become so severe as to cause anoxia and suflo- 
cation. The most effective treatment is the intravenous 
injection of a soluble calcium salt. The cheapest and 
best material to use is calcium chleride solution. Ten 
ce. of 10 per cent calcium chloride solution contains 
360 mg. of calcium ions, whereas 10 cc. of calcium 
gluconate contains only 90 mg. 

In order to give an amount of calcium comparable 
to 10 cc. of 10 per cent calcium chloride, one would 
have to administer 40 cc. of calcium gluconate solu- 
tion. Moreover, since calcium chloride is somewhat irri- 
tating, it must be mixed in a volume of at least 500 cc. 
of isotonic saline or glucose solution. The administra- 
tion of calcium chloride therefore takes somewhat 
longer than calcium gluconate, and since the effects 
are therefore more prolonged, there is less danger that 
the hypocalcemia will recur within a few hours. 

The treatment of acute hypecalcemia with intrave- 
nous calcium chloride is not complete unless measures 
are taken to protect the patient against recurrences of 
the deficiency. The long-term objectives of therapy 
should be both to prevent symptoms and to restore 
normal blood levels, since cataracts and cerebral calci- 
fication may develop in patients whose treatment pro- 
vides relief of symptoms but still permits the serum 
calcium to remain low. Although the administration of 
parathyroid hormone might appear to be the logical 
and desirable method of treating parathyroid def- 
ciency, it is not practical to use the hormone over long 
periods of time since antihormones and allergic reac- 
tions to the foreign protein soon render the present 
commercial preparations valueless. Reliance must 
therefore be placed on agents which will increase cal- 
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cium absorption from the diet. The most successful 
regimen consists of a combination of a vitamin D prep- 
yation or dihydrotachysterol, together with massive 
supplementation of the diet with absorbable calcium 
alts. Of these, three are commonly used. The cheap- 
est, calcium chloride, has serious drawbacks, since it is 
irritating to the gastrointestinal tract, and cannot be 
made into tablets or capsules because of its deliques- 
cent properties. Solutions of calcium chloride can, 
however, be used with great effectiveness. One of the 
best of such preparations is a 12 per cent solution of 
alcium chloride in syrup of liquorice, a combination 
vhich tastes only slightly worse than syrup of liquorice 
alone. 

Calcium lactate can be used as a highly satisfactory 
source of supplementary calcium, and has the advan- 
tage that it is not irritating to the gastrointestinal tract, 
and that it can be dispensed as a powder or in tablets. 
The lactate salt contains 13 per cent calcium, and is 
therefore somewhat less economical than the chloride, 
which contains 36 per cent calcium, but it is appre- 
ciably better than the gluconate, which contains only 
9 per cent of calcium, and is an expensive preparation. 
One ordinarily prescribes a dose of calcium salts which 
will provide about 1 Gm. of calcium ions daily. This 
dose is achieved by 7.6 Gm. of calcium lactate, 11 Gm. 
of calcium gluconate, or '23 cc. of the 12 per cent cal- 
cium chloride solution. These dosage schedules are 
uot absolute, and may be modified, as discussed in the 
following material. 

The absorption of supplementary calcium is re- 
arded if large amounts of calcium-binding materials 
ire ingested simultaneously. It is therefore advisable to 
woid administering foods containing large amounts of 
phosphate (e.g., milk) or oxalates (e.g., spinach, choco- 
late) at the same time as the calcium supplements are 
given. These factors, however, are of minor importance 
compared with the effects of vitamin D in promoting 
absorption of calcium. At least 50,000 units daily of 
Calciferol are necessary for achieving the excess ab- 
sorption required by hypocalcemic patients. This dose, 
however, may have to be increased to as much as 
200,000 units in some cases. The dose should be ad- 
justed to maintain the serum calcium concentration 
above 8 mg., and preferably between 9 and 10 mg. 
Overdoses of calcium salts are not likely to occur, but 


overdosage by vitamin D preparations may produce 
hypercalcemia, with deposition of calcium in the kid- 
ney tubules and permanent renal damage. It is there- 
fore necessary to follow the serum calcium with some 
care while the doses of calcium and vitamin D are 
being adjusted initially. 

The urinary Sulkowitch reaction may also be of con- 
siderable value as a check on the adequacy of treat- 
ment, since a definite precipitate will occur when the 
serum calcium concentration is within normal limits. 
Absence of a cloud on the Sulkowitch test indicates 
inadequate treatment, a very heavy cloud suggests that 
the serum calcium has been raised too high. The Sul- 
kowitch test, although convenient and suitable for use 
by the patient at home, is not infallible and should be 
supplemented by more accurate direct measurement 
of serum calcium levels. 

Dihydrotachysterol (AT-10) may be used in place of 
vitamin D. It is claimed that AT-10 is less likely to 
produce hypercalcemia and hyperphosphatemia than 
is vitamin D. Although this may be true, the expense 
of dihydrotachysterol is very much greater than vitamin 
D, which is safe if the patient is followed carefully. I 
have practically abandoned the use of dihydrotachy- 
sterol, since I have had no difficulty in achieving 
adequate control with vitamin D. 

If treatment is carried out according to the principles 
outlined above, the patient should be able to carry on 
a full and unrestricted program. Even when the course 
appears perfectly benign, however, occasional checks 
of serum calcium and phosphorus should be made in 
order to assure that chemical control is being achieved. 
It is possible for a patient to slip slowly back into a 
state of hypocalcemia without striking symptoms. Un- 
less this tendency is discovered, the pauent may devel- 
op irreversible changes, such as cataracts, before the 
lapse from treatment is discovered. Since hypocalcemic 
tetany usually requires treatment for years, the patient 
must be informed of the dangers of becoming careless, 
about his deficiency, and warned of the need for con- 
stant vigilance. In a few cases, the cause of the hypo- 
calcemic state is temporary and may ultimately cure 
itself spontaneously. Should this occur, the patient 
may be able to discontinue his course of treatment ; but 
in this case he should still be watched for several years 
to make certain that the apparent cure is permanent. 
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DIABETES AFFECTS every organ in the body, and conse- 
quently is a great imitator. It is seldom the fulminat- 
ing disease that is demonstrated to medical students. 
More commonly, it begins insidiously, and its compli- 
cations permeate every niche of the body before the 
symptoms become severe enough to be recognized. The 
purpose of this essay is to point out the great variety of 
complaints that send patients with diabetes to their 
physicians. 

In order to emphasize this diversity of symptoms, a 
variety of special fields have been listed, and the symp- 
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1. Evecy partet the bedy ls affected by dlebstes. 


The Bester consulted may be ig general practice or in any specialty, 


3. Presenting symptoms in new diabetic patients: 
Vs have fypica! symptoms. 

heave tuspicious symptoms, 

% heve no symptoms. 


4. Physicians shevid took for diobetes in every patient. 


&. Between 1 ond 5 per cent of all patients have dichetes. 
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The Symptoms of Diabetes Mellitus 


BY JAMES M. MOSS, M.D. 


toms that might be encountered in each field are pre- 
sented. The most tragic delays occur when the physi- 
cian confines his examination and treatment to the re- 
gion of the chief complaint. His failure to ask leading 
questions and to examine the urine and blood sugar 
cause a delay in making the correct diagnosis until after 
irreversible changes are present. 


Presenting Symptoms of Diabetes in 155 Patients 


*Classical Onset 22 
Random or routine urine 20 
#Gastrointestinal symptoms 18 
Pruritus, vulvae, pudenda and ani 16 
Pains in extremities 13 
” Acute infections 12 
=Pulmonary disease 12 
Coma (early symptoms ignored) 7 


’ Blurred vision 
Arteriosclerosis 


Pregnancy complications 


Menstrual disorders 
Obesity 


6 
5 
4 
Skin lesions 3 
2 
2 
Impotency 1 


Total 


*Includes polyuria, polydipsia, weight loss, polyphagia and weakness 
#Includes indigestion, constipation, hemorrhoids and abdominal pain. 
"Includes furuncles, carbuncles, pharyngitis and pyelitis. 

Includes emphysema, tuberculosis, bronchiectasis and pneumonia. 
“Includes myopia, cataracts, glaucoma and retinopathy. 

* Includes coronary and cerebral thrombosis and gangrene. 
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OBSTETRICS 


MATERNITY 


HOSPITAL 


These Complications May Occur 
Many Years Before Clinical Diabetes 


Prematurity 


Pregnancy in women with diabetes is marked by a 

high incidence of large babies, stillbirths, premature 
pre- deliveries, neonatal deaths, hydramnios, toxemias and 
hvsi- cephalopelvic disproportions. These abnormalities oc- 
in te Stillbirth os : cur many years before the onset of clinical diabetes. 
ding | Neonatal Death ; ™ One-third of the mothers and one-sixth of the fathers 
ugar of babies weighing over ten pounds have diabetes. When 
after Ceteneinn diabetes is not found in the parents, the obstetrician 

should warn them that diabetes can be delayed or pre- 

vented by avoiding obesity. | 

It should be a routine practice to test a urine speci- 

men for sugar at each prenatal visit in order to detect 

ients 


the onset of diabetes during pregnancy. Glycosuria in 
a pregnant woman is rarely benign, and lactosuria oc- 
curs only if she is lactating. The fasting blood sugar 
level is 10 to 20 mg. lower during pregnancy. In order 
to effectively screen the pregnant woman for diabetes, 
it is necessary to measure the blood sugar two hours 
after a meal. 
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DERMATOLOGY 


Pyogenic skin infections, vulvovaginitis, pruritus ani 
and generalized pruritus may be due to undiagnosed 
diabetes. Eczema, neurodermatitis and fungous infec- 
tions of the skin and nails are more severe in patients 
with diabetes. 

Xanthochromia is a yellowish discoloration of the 
skin sometimes seen in patients with uncontrolled dia- 
betes. Xanthoma tuberosum refers to yellow nodules 
that occasionally appear on the extensor surfaces of pa- 
tients who have a high blood cholesterol. Necrobiosis 
lipoidica appears as waxy, telangiectatic, ulcerated 
plaques most commonly found on the lower leg and 
sometimes appearing before the onset of clinical 
diabetes. 

Hemochromatosis is characterized by a grey-brown 
color of the skin, diabetes and cirrhosis of the liver. 
The skin changes are difficult to recognize and often 
precede the onset of clinical diabetes by several years. 


Pyoderma 
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OPHTHALMOLOGY. 


An increase in the refractive index of the lens, due to 
hyperglycemia, causes acute myopia which is readily 
corrected by reducing the blood sugar to normal. 

Lenticular opacities are more common in patients 
vith hyperglycemia than in those with normal blood 
ugar. Even though true diabetic cataracts are rare, di- 
ibetes should be excluded in all patients who develop 
cataracts before the age of 60. 

Diabetic retinopathy may be the first sign of meta- 
bolic disease in patients with mild diabetes. The arte- 
ial changes are those due to arteriosclerosis or hyper- 
iension, but the dilated, sacculated, tortuous veins are 
pecific for diabetes. Of the utmost diagnostic signifi- 
cance is the finding of small red dots known as micro- 
ameurysms. These are usually associated with inter- 
capillary glomerulosclerosis. Hemorrhage or exudate 
into the macula area may cause a sudden severe dimi- 
aution of vision. 

The proliferation of new blood vessels into unab- 
sorbed retinal hemorrhages produces the charac- 
teristic change of retinitis proliferans. A large hem- 
orrhage extending into the vitreous may be followed 
by retinal detachment. 

Diabetic neuropathy may involve the oculomotor or 
abducens nerves to produce paralysis of the extraocu- 
lar muscles. Involvement of the autonomic nervous sys- 
tem produces a typical Argyll-Robertson pupil. Dia- 
betes is sometimes a contributing factor to acute or 
chronic pyogenic infection of the eyelids. 


Retinopo: hy 
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GYNECOLOGY 


Pruritus vulvae, with or without vulvovaginitis, is 
one of the most common symptoms of diabetes and 
clears quickly after the glycosuria is controlled. Men- 
strual irregularities, amenorrhea and sterility occur in 
uncontrolled diabetes. 


JULY AUGUST 
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OCTOBER 


Amenorrhea 


ORTHOPEDIC SURGERY 


Nocturnal muscle pains in the legs may be incor- 
rectly explained by the finding of flat feet or arthritis. 
Further diagnostic studies should precede physiother- 
apy or arch supports. Charcot’s joints, due to diabetic 
neuropathy, may be seen after years of poorly con- 
trolled diabetes. Osteomyelitis of the tarsal bones is a 
complication of neglected superficial foot infections 
and inadequate arterial circulation. 


Muscle Pains (Metabolic) | 


Intermittent Claudication (Ischemic) 


Pruritus Vuivae 


+ Vulvovaginitis 


+-Neuropathic Joint (Autonomic) 
Osteomyelitis (Infectious) 
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Babies born to women with diabetes are large, ede- 
matous, sluggish and cyanotic. At autopsy they have 
cardiomegaly, atelectasis, hyaline membrane disease of 
the alveoli and extramedullary erythropoiesis. 

A fulminating onset with all of the classical symp- 
toms is characteristic of diabetes in children. Retarded 
growth, weight loss, thirst, enuresis, polyuria, drowsi- 
ness, dyspnea, fatigue, abdominal pain or acute infec- 
tions may be the chief complaint. 


Retarded Growth 
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Dryness and irritation of the throat may be due to 
dehydration, but if the pharynx is inflamed or the ton- 
sils enlarged, the patient is thought to have a respira- 
tory infection. Other symptoms, such as malaise, weak- 
ness, fatigue and muscle pains, are explained as being 
secondary to the throat infection. A keen sense of smell 
may enable the physician to detect the acetone odor of 
the breath in the more seriously ill patients. 


ti 


Sore Throat 


Acute Infection 
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Dry Throat—“Pharyngitis” 
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GASTROENTEROLOGY | 


Vague epigastric discomfort after meals may be a 
symptom of gastritis, carcinoma of the stomach or un- 
controlled diabetes. 

Three-fourths of all patients with carcinoma of the 
pancreas have decreased tolerance for glucose. Dia- 
betes occurs in one-fourth of the patients with chronic 
relapsing pancreatitis, but may be overlooked during 
the severe episodes of abdominal pain and steatorrhea. 

Cholecystitis, cholelithiasis and cirrhosis of the liver 
are often associated with, or followed by, diabetes. 

Nocturnal diarrhea and fecal incontinence is a late 
complication of diabetic neuropathy of the myenteric 
plexus. Constipation may result from dehydration. 
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Polyuria, nocturia, urinary tract infections or pru- 
ritus pudenda are frequent complaints. Impotency is a 
sequel of diabetic neuropathy. 
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Pruritus Pudenda 


Urinary Tract Infection 


Impotency 


Reproduced courtesy of Esquire. 
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SURGERY 


Paronychium 


Cellulitis 


Diabetes should be excluded in all patients with fu- 
runcles, carbuncles, cellulitis, lymphadenitis, gangrene, 
perforating ulcers of the feet and chronic ulcers of the 
lower leg. Patients with acidosis give a history of nau- 
sea, vomiting, constipation and abdominal pain. On ex- 
amination, they have fever, tachycardia, muscle spasm, 
tenderness of the abdominal wall and leukocytosis. 

The hasty surgeon who neglects to examine the urine 
can perform a useless and often fatal laparotomy. The 
examination of more than one preoperative urine speci- 
men should be done in elective operations on the gall- 
bladder, bile ducts and pancreas. A postprandial urin- 
alysis should be done two days after every major opera- 
tion in order to detect mild diabetes that is precipitated 
by the stress of surgery. 


“Acute Abdomen” due to acidosis 
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PULMONARY DISEASES 


The poor nutritional status of the patient with un- 
recognized and uncontrolled diabetes predisposes him 
to tuberculosis. The high caloric diets used in the 
treatment of tuberculosis may cause obesity and pre- 
cipitate latent diabetes. 

Dyspnea due to early acidosis may direct the atten- 
tion to the chest. If the patient is found to have pneu- 
monia, bronchitis, bronchiectasis or emphysema of suf- 
ficient degree to explain the symptoms, it is easy to 
overlook the presence of diabetes. 


Pneumonia 


Tuberculosis 


Bronchiectasis 


+Dyspnea (without apparent cause) 


PROCTOLOGY 


The restriction of fluid intake in an effort to control 
polyuria may lead to dehydration and constipation. 
The passage of hard stools leads to hemorrhoids or rec- 
tal fissures. Pruritus ani due to glycosuria is common 
in women. 


Hemorrhoid 


Pruritus Ani 
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The changes seen on x-ray films that suggest dia- 
betes are an increase in the calcification of the medium- 
sized arteries, calcification of the vas deferens, multiple 
pancreatic calculi, neuropathic joints and osteomyelitis 
of the tarsal bones. 


Arterial Calcification 
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The symptoms of peripheral neuropathy are numb- 
ness, tingling, burning, paresthesia, pain, hyperesthe- 
sia and impaired sensation. Symptoms due to involve- 
ment of the autonomic nervous system are postural hy- 
potension, sexual impotency, sweating disturbances, 
Argyll-Robertson pupil, paresis of the bladder and noc- 
turnal diarrhea. Spinal cord damage is indicated by 
neuropathic joints, loss of vibratory and position sen- 
sation, and absent tendon reflexes. 

Diabetic coma must be distinguished from the coma 
gat of alcoholism, trauma, cerebrovascular accident, brain 

tumor or uremia. 


Loss of Vibratory Sensation Numbness 


Diminished Reflexes 


Tingling Pins and Needles Asymmetrical Sweating 


++Neuropathic Joints 
Argyll-Robertson Pupil 
Trophic Ulcer 
Impotency 
“Cord” Bladder 
Coma Pc 
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CARDIOLOGY 


Coronary artery disease occurs seven times more fre- 
ently in women with diabetes than in women without 
liabetes. Because these patients often have a high renal 
ihreshold, a routine postprandial blood sugar estima- 
ion should be made. 

If diabetes is complicated by intercapillary glomeru- 
_~  [bsclerosis, the symptoms of edema, nocturia, dyspnea 
[fadorthopnea would suggest the presence of heart fail- 
of we. The findings of hypertension, cardiomegaly and 

wemia would tend to substantiate this diagnosis. The 
tue diagnosis becomes apparent if the urine is found 
i contain sugar and doubly refractile fat globules. 
Early acidosis aggravated by emotional stress may be 
confused with functional heart disease of the anxiety 
ing Bivpe in patients who complain of palpitation, dyspnea 
and precordial discomfort. 

Postural hypotension is due to diabetic neuropathy 
involving the sympathetic nervous system and causes 
syncope on standing. If the patient has associated coro- 
wary artery disease, the hypotension may result in an- 
gina or arrhythmias. 


4, 


Neurocirculatory Asthenia or Early Acidosis 


Coronary Artery Disease 
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PSYCHIATRY 


Some of the symptoms that are seen in both diabetes 
and psychoneurosis are polyuria, thirst, weakness, fa- 
tigue, impotency, vague indigestion, pruritus, head- 
ache and nervousness. Undiagnosed diabetes may be a 
factor in the rapid progression of organic brain disease 
due to cerebral arteriosclerosis. 


+Impotency 
Pruritus 
Coma 


SUMMARY 


The most important physician in the diagnosis of 
diabetes is the family physician. He should examine 
the urine for sugar in every new patient and once or 
twice each year in every old patient. When any symp- 
toms suggestive of diabetes are present and the urine 
collected two hours after a large meal is negative for 
sugar, diabetes can be excluded by finding the two- 
hour postprandial blood sugar level to be below 120. 
If the postprandial blood sugar is above 150 the patient 
has diabetes. The fasting blood sugar is often normal in 
mild diabetes. Many of the late complications of dia- 
betes can be avoided by early diagnosis and careful 
treatment. 


cuaet 2 


PROCEDURE TO EXCLUDE BI ABETEs 


Urine passed twe heurs offer o large is tested fo: 


fasting bleed sugar. 
3. Over 120: Diabetes present 
2. Under 120: Possible diabetes 


®. If no sugar is present: 
Drew blood suger two hours after meal contcining 
1. Over 150; present 
2. Under 120: Dinbetes ahsent 
3. Between 120-150: Possible diabetes 


Givrose tolerance nected only in the patients in 
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Felty’s Syndrome 


BY ROBERT J. GILSTON, M.D. 


TuerE is no little confusion about this variant of rheu- 
matoid arthritis. The salient characteristics are the 
iriad described by Felty in 1924: chronic arthritis, 
leukopenia and splenomegaly. One may also see 
lymphadenopathy, low-grade fever, tachycardia, in- 
creased pigmentation and leg ulcers. 

The hand deformity in rheumatoid arthritis varies. 
There may be muscle wasting between the thumb and 
forefinger (Figure 1), spindling of the fingers (Figure 
2), or the advanced changes of articular bone loss with 
contraction of periarticular soft tissue and resulting 
subluxation. The common end-stage is thickening with 
flexion contractures at the interphalangeal and meta- 
carpophalangeal joints, and ulnar deviation at the 
latter (Figure 3). In neglected cases, and sometimes in 
spite of prudent precautions, ankylosis occurs. The 
later stages usually occur in Felty’s syndrome. Other 
features sometimes seen in the hand are: palmar 
erythema, paroxysmal Raynaud’s phenomenon, hy- 
perhidrosis, psoriasis, clubbing, rheumatoid nodules, 
tenosynovitis and Dupuytren’s contracture. 

While it is usually not marked, there may be con- 
spicuous splenomegaly (Figure 4). 

Agranulocytosis and anemia are the rule (Figure 5), 
with occasional thrombocytopenia and eosinophilia. 
Marrow hyperplasia, plasmacytosis, hyperglobulinemia 
and gastric achlorhydria are frequent laboratory 
findings. 

In evaluating a patient with these findings, one 
should consider disseminated lupus strongly in the 
differential. 

Each patient is a distinct problem. To do more than 
generalize on management would be unwise. The 
therapeutic objectives are: Control the symptoms and 
prevent the irreversible changes of arthritis, and cor- 
rect severe anemia and infections which are due to 
agranulocytosis. 
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Figure 5. Agranulocytosis, hypochromia. 
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Figure 2. Fusiform swelling at the metacarpophalangeal 
joints in early rheumatoid arthritis. These joints are 
warm but not red. 


Figure 3. Advanced changes of rheumatoid arthritis. 
Marked subluxation with contractures. 


Figure 4. Splenomegaly. The notch may be made out on 
deep inspiration. 


Figure 1. Muscular atrophy between thumb and forefinger. 
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Bacterial endocarditis is a serious disease which requires 


tr \ careful clinical diagnosis and preferably culture 


ae of the causative organism and a study of its antibiotic sensitivities 
A | before treatment is given. Treatment, when given, must be specific 
. for the etiologic organism, must be sufficient in amount 


‘s ~\' 4h Wy and must be continued for the period of time which has been proven 


a of to be satisfactory for that type of endocarditis. 

‘ ‘| Patients with suspected endocarditis whose blood cultures 
are persistently negative should satisfy the clinical criteria 
of endocarditis before they are treated. 


The Management of Bacterial Endocarditis’ ‘ 


BY HARRY F. DOWLING, M.D. > 


Department of Medicine, University of Illinois College of Medicine, Chicago 


ALTHOUGH THE HEART is not considered today to be 
the “seat of the soul” nevertheless its valves are vital 
for life. It is not surprising then that a bacterial inflam- 
mation of any one of these valves was almost invariably 
fatal before the advent of the sulfonamides. The use of 
one of the sulfa drugs in cases of endocarditis was fol- 
lowed by the recovery of an occasional patient, but 
most of the time those drugs merely delayed the in- 
evitable outcome. The antibiotics changed the picture 
completely. At the present time from 50 to 75 per cent 
of patients with bacterial endocarditis will recover if 
proper treatment is given. 

Today the challenge is presented to the clinician to 
diagnose promptly and to treat with precision in order 
that these patients may benefit from the potent anti- 
biotics that are available and from the tremendous 
amount of information that has accumulated concern- 
ing their value in endocarditis. 


Diagnostic Considerations 


The signs and symptoms of endocarditis are so well 
known that I shall not go into them in detail. I should 
like, however, to establish the place of the blood cul- 
ture in the diagnosis. Any patient with unexplained 
fever that lasts longer than a week should have the 
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benefit of a blood culture. When a cardiac murmur is 
present it is best to make several blood cultures. In or- 
der to avoid delay, a number of blood cultures may be 
taken in a single day, for instance at intervals of three 
or four hours. Properly enriched culture media should 
be used, which, after the correct amount of blood has 
been added, should be grown under aerobic and par- 
tially anaerobic conditions. Cultures should not be dis- 
carded as negative until after three weeks’ incubation. 

Blood cultures are important because: (1) the iden- 
tification of the causative microédrganism serves as all 
effective guide to the kind of therapy to be employed— 
a guide for which nothing can be a satisfactory substi- 
tute; (2) the sensitivity of the causative organism to 
antibiotics can be determined, and from this the clini- 
cian knows what antibiotics to use and in what doses; 
and (3) persistently negative blood cultures will sug- 
gest to the physician that he look elsewhere for the 
cause of the symptoms, with the result that the true 
condition can be properly diagnosed and treated be- 
fore it is too late. When expense is an important con- 
sideration, three blood cultures may be taken at four- 
hour intervals and the results of these awaited. Other- 
wise, blood may be obtained for culture several times 4 
day until a positive result is obtained or until endo- 
carditis is considered an unlikely diagnosis. 
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In the great majority of cases of endocarditis, a de- 
lay of several days or even a couple of weeks will make 
no difference in the prognosis. If the patient is in severe 
congestive heart failure, if there is evidence of serious 
renal damage or if an endocarditis of the aortic valve 
is diagnosed, treatment should be started within the 
first two to three days after three to six blood cultures 
have been taken. The reason why an aortic valvular 
lesion is important in this connection is that the rup- 
ture of a cusp is much more likely when the aortic valve 
is involved than when the endocarditis is confined to 
the mitral valve. 

In cases where treatment is started before bacterio- 
logic study has been completed, drug and dosage must 
be chosen arbitrarily at first. A reasonable regimen un- 
der the circumstances is two million or three million 
units of penicillin a day if the patient has not received 
penicillin therapy before for the illness, or ten million 
units of penicillin a day if he has had a course of peni- 
cillin therapy. This regimen may be modified as soon 
as the causative organism is identified. 


Alpha and Gamma Streptococci 


Most cases of endocarditis are caused by streptococci 
that do not cause beta hemolysis on blood agar plates, 
the so-called Streptococcus viridans and the nonhemo- 
lytic streptococcus, or alpha and gamma streptococci, 
respectively. These are usually inhibited in the test 
tube by less than 0.5 units of penicillin per cc. and ac- 
cordingly may be treated by doses of one million to two 
million units of that antibiotic a day for a period of 
four to six weeks. Recently it has been shown that peni- 
cillin and streptomycin have a synergistic effect against 
these bacteria to such an extent that they may be given 
together for a period of two weeks with excellent results. 

In our clinic penicillin is now given in doses of 
2,400,000 units a day for ten days and streptomycin 
(or a combination of streptomycin and dihydrostrepto- 
mycin in equal parts) in doses of 2 Gm. a day for the 
first five days and 1 Gm. a day for the second five days. 
The recovery rate in patients who receive this treat- 
ment is between 75 per cent and 80 per cent, which is 
as good as that obtained when penicillin alone is given 
for four to six weeks. We have not encountered any 
cases of eighth nerve damage in these patients. 

Whenever penicillin therapy is mentioned ina serious 
disease such as endocarditis, the question always arises 
as t) whether moderately high serum concentrations of 
percillin should be maintained or whether it is de- 
sir ‘le to produce high peak concentrations of penicillin 
in the serum and allow the concentration to fall in 


between. 
| se who advocate the latter method point to the 
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fact that the antibiotic must penetrate the fibrin in the 
valvular lesion in order to reach the bacteria, that a 
high concentration in the blood facilitates penetration 
and that the concentration of penicillin within the valve 
remains high for a few hours after the level in the blood 
falls. Those who advocate continuous serum levels con- 
tend that we do not know for how long a peak level 
must be maintained in the blood in order to insure ade- 
quate penetration and that injection of large amounts 
of crystalline penicillin-G results in a rapid rise and 
then a rapid fall in the serum concentrations, whereas 
a moderately high concentration of penicillin in the 
serum results in a continuous and even flow of penicillin 
to the site where the bacteria are. 

Furthermore, the advocates of the latter method point 
to the hundreds of patients who have been treated suc- 
cessfully with relatively small doses of penicillin ad- 
ministered so as to insure continuous absorption and 
the occasional cases in which intermittent injections 
failed where the same doses spaced so as to insure more 
continuous absorption were successful. To a certain 
extent the question has now become academic because 
the doses we now use are in excess of what are actually 
needed by most methods of administration. 

In our clinic we prefer, however, not to space crystal- 
line penicillin-G injections any farther apart than three- 
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Figure 1. Patient with endocarditis caused by a penicillin-sensitive 
gamma streptococcus who was successfully treated with penicillin 
and streptomycin for ten days. 
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hour intervals, and where possible we administer pro- 
caine penicillin instead. Thus 2.4 million units of peni- 
cillin can be given in doses of 600,000 units at six-hour 
intervals. 

An Illustrative Case. The following is the report of a 
case in which the patient was successfully treated with 
a combination of penicillin and streptomycin. 

L.S., a 46-year-old white male salesman was first 
told he had a cardiac murmur following a severe sore 
throat in childhood. Four months before admission to 
the hospital he began to feel weak and to lose weight. 
He did not take his temperature but had profuse sweats 
every day. Pertinent physical findings on admission 
were: a heart of normal size with a grade 3 systolic 
murmur and a grade 2 mid-diastolic murmur at the 
apex; a blood pressure of 105/65, and a moderately 
enlarged liver and spleen. Several specimens of urine 
showed one to two red blood cells per high power field. 
There were three million red blood cells and 5,300 
white blood cells per cu. mm. of blood and 11 Gm. of 
hemoglobin per 100 cc. The differential count was 
within normal limits. 

As shown in Figure 1, the first five blood cultures 
which were taken before the start of therapy were posi- 
tive. The causative organism was a nonhemolytic strep- 
tococcus which was inhibited by 0.05 unit of penicillin 
and 12.5 mcg. of streptomycin per cc. 

Thirty-four hours after admission the patient re- 
ported the sudden onset of numbness of the first and 
second finger and the thumb of the left hand and the 
left side of the mouth. On examination a slight droop- 
ing of the left side of the mouth was observed. 

The diagnosis was healed rheumatic heart disease 
with mitral stenosis and insufficiency, and bacterial en- 
docarditis of the mitral valve with a cerebral embolus. 
On the sixth day of hospitalization, after the sensitivity 
of the causative organism to antibiotics had been de- 
termined, the patient was given 600,000 units of pro- 
caine penicillin intramuscularly at six-hour intervals 
and 0.5 Gm. of streptomycin and 0.5 Gm. of dihydro- 
streptomycin intramuscularly at 12-hour intervals. The 
penicillin therapy was discontinued after ten days. The 
streptomycin-dihydrostreptomycin mixture was given 
at 24-hour intervals after the first five days, and its ad- 
ministration discontinued after the tenth day. 

As shown in Figure | the temperature fell to normal 
limits during antibiotic therapy and the blood cultures 
became negative. The hemoglobin gradually rose until, 
four weeks after admission, it was 13.2 Gm. The spleen 
and liver receded gradually during the month after the 
initiation of therapy. 

All symptoms disappeared with the descent of the. 
fever, and the patient has remained well for the 15 
months following his hospitalization. 
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Enterococci and Penicillin-Resistant 
Nonhemolytic Streptococci 


Certain streptococci which may be beta-hemolytic or 
may be nonhemolytic are commonly found as normal 
inhabitants of the lower bowel, for which reason they 
are named enterococci. They are also called Group D 
streptococci as a result of serologic typing. These or- 
ganisms are invariably resistant to fairly high concen- 
trations of penicillin. While an occasional patient with 
endocarditis caused by these organisms will recover on 
very high doses of penicillin alone, most will not. It is, 
therefore, mandatory that they be treated with a com- 
bination of penicillin and streptomycin. 

In these cases, a higher dose of penicillin is given 
then for sensitive organisms. We employ 1,000,000 
units of crystalline penicillin-G intramuscularly at two- 
hour intervals or 1,500,000 units at three-hour inter- 
vals “around the clock” plus probenecid (Benemid), 
0.5 Gm. every six hours by mouth. If the probenecid is 
omitted, the dose of penicillin must be doubled. If de- 
sired, the same total daily dose of penicillin may be 
given by continuous intravenous infusion. In addition, 
streptomycin is given intramuscularly in doses of | Gm. 
at 12-hour intervals. This regimen is continued for six 
weeks, except that the dose of streptomycin may be 
halved for the last three weeks. The same method of 
treatment should be used for endocarditis caused by 
streptococci other than Group D that have become 
resistant to penicillin. 

Sometimes in the case of a penicillin-resistant organ- 
ism, the temperature falls and the symptoms subside 
during therapy only to return after it is discontinued. 
In such cases larger doses of penicillin should be tried— 
up to 80,000,000 or even 100,000,000 units of penicillin 
a day if necessary (or half of these amounts if probenecid 
is used.) Streptomycin in doses of 2 Gm. a day should 
be given in addition. 


Staphylococcic Endocarditis 


Staphylococcic endocarditis is second only to the 
streptococcic variety in frequency and appears to be 
on the increase. Petechiae and hematuria are not seen 
as often as in streptococcic endocarditis, whereas infec- 
tions of the skin and subcutaneous tissue, osteomyelitis 
and arthritis are encountered more often. 

Careful in vitro studies of the sensitivity of the etio- 
logic organism to penicillin, tetracycline, chloram- 
phenicol and erythromycin should be carried out, pref- 
erably by the tube-dilution method rather than the disk 
method. 

Penicillin is the drug of choice if the organism shows 
sensitivity to it. If growth is inhibited by 0.5 unit of 


GP Volume XI, Number 6 


fo 
ty 
fo 
a 
I 
I 
‘ 
‘ 
] 
i 


penicillin per cc. (or less), the drug should be given 
for six weeks in doses of 2.4 million units a day. If be- 
tween 0.5 and 4 units of penicillin per cc. are required 
for inhibition of growth, from ten million to 80 million 
units of penicillin a day should be given (or one-half 
of these amounts if accompanied by 2 Gm. of probenecid 
a day). 

If the causative organism is sensitive to less than 1 
unit per cc. of tetracycline or less than 2 units per cc. 
of chloramphenicol and resistant to more than 4 units 
of penicillin per cc., tetracycline or chloramphenicol 
may be given. Tetracycline may be administered in the 
customary doses of 0.5 Gm. at six-hour intervals by 
mouth, or preferably 0.5 Gm. intravenously at 12-hour 
intervals until the temperature subsides ; following this 
the oral route may be tried. Chloramphenicol should 
be given in doses of 1 Gm. by mouth at six-hour 
intervals. 

If any of the above regimens fail to bring about a fall 
in temperature and improvement in symptoms within 
ten days or two weeks, a change may be made to one 
of the other regimens if indicated by sensitivity tests, 
or a combination of maximal doses of penicillin and 
intravenous tetracycline may be tried. Another alter- 
native would be to give bacitracin in doses of 20,000 to 
25,000 units intramuscularly every six hours. Any regi- 
men that is successful in eliminating fever and other 
symptoms of the endocarditis should be continued for 
six weeks. 

Unfortunately, even when the most suitable regimen 
is used, half of the patients still die. Nevertheless, 
prompt and adequate treatment can save the lives of 
the other half. 


Endocarditis Caused by Other Bacteria 


Since patients with pneumococcic pneumonia are at 
the present time being treated promptly with antibi- 
otics, pneumococcic endocarditis is rarely seen. When 
it does occur it is a serious disease and should be treated 
promptly with 2.4 million units of penicillin a day for 
six weeks. 

In our experience, the sudden onset of left ventricu- 
lar failure may be fatal in pneumococcic endocarditis, 
and we do not, therefore, allow these patients to start 
getting out of bed for four or five weeks after the com- 
mencement of successful therapy. 

Endocarditis caused by the beta-hemolytic strepto- 
coccus is likewise rare today. It should be treated in 
the same manner as pneumococcic endocarditis. 

When any of the gram-negative rods cause endo- 
carditis, they should be studied carefully in vitro and 
the antibiotic or combination of antibiotics that gives 
the hest inhibition of growth should be administered. 
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TABLE I 


Criteria for treating patients with endocarditis when blood cultures 
are negative. 


1. Fever, which has been verified. 
2. Definite cardiac murmur. 
3. Preferably an enlarged spleen. 
4. At least one of the following: 
Osler's nodes 
Splinter hemorrhages 
Petechiae 
Microscopic hematuria 
5. At least six, and preferably more, negative blood cultures, 
cultured under aerobic and anaerobic conditions. 
6. Preferably also, a culture of the bone marrow. 


Cases with Negative Blood Cultures 


Today there is a tendency on the part of some physi- 
cians to assume that any patient who has unexplained 
fever has endocarditis and to treat these patients before 
a definite diagnosis is established. Most of the patients 
we see who have been treated in this manner do not 
have endocarditis, and precious time is often wasted 
because the search for the true diagnosis has been called 
off while weeks or months are lost in fruitless courses 
of antibiotic therapy. 
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Figure 2. Patient with endocarditis with persistently negative blood 
cultures who was treated with penicillin and streptomycin for ten 
days. 
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Before a patient who has negative blood cultures is 
treated as a case of endocarditis the criteria listed in 
Table 1 should be met. The fever and the cardiac mur- 
mur must be unequivocal and preferably an enlarged 
spleen must be present. 

We have not treated any patients with suspected 
endocarditis in the absence of positive blood cultures 
unless they have had petechiae, splinter hemorrhages 
or hematuria. Osler’s nodes are considered pathog- 
nomonic, but of course are rare. 

How many blood cultures should be taken before one 
concludes that bacteria cannot be cultured? It is a com- 
mon experience to find that when one culture is posi- 
tive all or most of the others are. Growth has rarely 
been observed in a culture after a dozen or more cul- 
tures had been negative. Accordingly, it has been our 
custom to take several blood cultures for the first two 
to three days of hospitalization and await the results. 
If these are negative and endocarditis is still suspected, 
we continue to take daily cultures and also culture the 
bone marrow. If all of these are negative and only fever 
and a cardiac murmur are present, we do not treat the 
patient for endocarditis but look elsewhere for the cause 
of the fever. If petechiae or splinter hemorrhages are 
present, or showers of red cells are observed in the 
urine, we give the patient a two-week course of penicillin 
and streptomycin as in cases of endocarditis caused by 
antibiotic-sensitive streptococci. If the patient’s illness 
does not improve under this regimen and our diagnosis 
is still endocarditis, we employ the course of treatment 
outlined for enterococci. 

An Illustrative Case. The following case history and 


Figure 2 illustrate the results of treating a patient by 
this method. 

. L.B., a 53-year-old white male clerk had been eniire- 
ly well, with no history of rheumatic fever or conge:ital 
heart disease, until May, 1953, when he began to hiave 
frequent chills, accompanied by fever and sweats. He 
was treated for several weeks with unknown doses of 
penicillin and Aureomycin in another hospital. Subse- 
quent to this course of treatment, in July and again in 
August, 1953. he was rehospitalized because of chills 
and fever. These symptoms continued until he was ad- 
mitted to the Research and Educational Hospitals in 
November, 1953. 

The important findings on examination were: tem- 
perature of 102° F., blood pressure 140/80, flame- 
shaped hemorrhages in the retina of the right eye and 
petechiae on the trunk and left foot. There was a grade 
4 apical systolic murmur. The liver and spleen were 
moderately enlarged. Significant laboratory findings 
included: hemoglobin, 8.5 Gm. per 100 cc. and 15 to 
20 red blood cells per high power field in the urine. 

Because of the petechiae, retinal hemorrhages, en- 
larged spleen and microscopic hematuria in a patient 
with fever, a cardiac murmur and pronounced anemia, 
the clinical diagnosis of bacterial endocarditis was quite 
certain. In spite of ten consecutive negative blood cul- 
tures, the patient was treated with 2,400,000 units of 
penicillin for ten days and 2 Gm. of streptomycin for 
five days, followed by 1 Gm. for five days. His tempera- 
ture fell promptly, his symptoms and signs disappeared, 
he made an uneventful recovery and has had no return 
of symptoms. 


Precipitation of Heart Disease 


In a series of 1,000 cases of conges- 
tive heart failure, Boyer, Leach and 
White studied the etiologic basis of 
the heart disease and the precipitat- 
ing factors in congestive failure. In 
one-tenth of the cases, onset of fail- 
ure was associated with an upper res- 
piratory infection. (Quoted by Ko- 
walski et al., Am. J. M. Sc., 228:275, 


1954.) 


PRECIPITATING FACTORS IN 
CONGESTIVE HEART FAILURE 
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There is much misunderstanding among physicians 
about the definition of placebo. To some it seems 

to imply unethical procedures; they would rather think other doctors 
use placebos—not they. Yet, properly used, a good placebo 

has an important value in medical practice. 

What is a good placebo? Well, that depends on the physician, 

the patient and the patient's problem. 


The Place of Placebos in Medical Practice 


BY CHARLES K. HOFLING, M.D. 


Department of Psychiatry, College of Medicine 
University of Cincinnati and Cincinnati General Hospital 


Ir Is A MATTER of some curiosity when a group of ther- 
apeutic agents, in widespread and continuous use over 
a long period of time, is largely ignored in medical 
literature. That this has been the case with placebos is 
a matter of easy verification. A check of the most widely 
used textbooks of internal medicine, pharmacology 
and therapeutics reveals scarcely any references to the 
subject, with nowhere so much as a page devoted to its 
general discussion. The Index Medicus over the past ten 
years lists but five articles on the use of placebos. 

This lack of attention does not mean, as it might at 
first thought appear, that the subject is fully under- 
stood and agreed upon. As a matter of fact, quite the 
reverse is true. In a questionnaire recently submitted 
by the author to a group of doctors comprising the 
staff of a typical medium-sized general hospital, con- 
siderable disagreement was found to exist merely in 
the attempt to define the term, placebo, comprehen- 
sively, to say nothing of such aspects of the subject as 
outlining the indications for and contraindications to 
the use of these agents. 

The questionnaire was returned anonymously and 
contained the following questions: 


I. 1s a rough approximation, what per cent of the. 


medications ordered by you are given: partially for psy- 
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chological effect?....largely for psychological effect? 
....entirely for such effect?.... 
2. As an overall impression, would you say that you use 
placebos much more often....; somewhat more often 
about as often. . . . ; somewhat less often... . ; much 
less often... .than seems to be the case in general medical 
usage ? 


3. How would you define the term, placebo? 

4. What is a good example you have seen of the effec- 
tive use of placebo-type therapy ? 

5. What is a good example you have seen of the misuse 
of placebo-type therapy ? 

6. What do you consider the principal indications and 
contraindications to the use of placebos ? 


Definitions and Uses 


Among the definitions elicited the following are typ- 
ical: ‘‘A medication designed primarily to satisfy the 
psychological needs of the patient.” “Medication giv- 
en to the patient with intent to gratify his need to be 
medicated, but having little or no known pharmacolog- 
ical effect.” “A medicine prescribed to satisfy the pa- 
tient that something is being done for him.” ‘‘Medica- 
tion without indication.” 
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Figure 1. The average physician prefers to think of himself as needing 
to resort to the use of placebos less often than his colleagues. 


Dorland defines placebo as “‘a medicine given to 
please or gratify the patient.” In his work on the his- 
tory of medical terms, Skinner notes the derivation of 
the word from the first person, future tense, of the 
Latin placere, states that it appeared in its present sig- 
nificance in Hooper’s Medical Dictionary for 1811, and 
gives the following definition: “‘A term applied to a 
medicine which is given to please or satisfy the patient 
rather than for any specific benefit.” Other authorities 
include the qualification that the medication consist of 
pharmacologically inert substances. 

Such definitions present a number of difficulties, re- 
flecting the vagueness of our ideas about the subject. 
One of the difficulties is that many medications given 
in large measure “to please or gratify the patient” may 
do so because of a definite pharmacologic action and 
hence would frequently not be considered to be place- 
bos, even though the pharmacologic action in question 
might in no sense be therapeutic, per se, for the pa- 
tient’s illness. Another is that placebo-type medica- 
tion, perhaps coupled with appropriate verbal sugges- 
tion, may well be given to produce quite a “specific 
benefit.” An example to illustrate both of these dif- 
ficulties in definition would be the administration of a 
large dose of nicotinic acid plus verbal suggestion to 
remove an acute hysterical tremor of an extremity. 
Here the medication has a definite pharmacologic ac- 
tion and is given to produce a specific benefit, yet its 
administration clearly constitutes the use of a placebo. 
It is also true that many therapeutic procedures other 
than the use of medication, which are identical in 
principle to the giving of a placebo-type drug, are not 
included in conventional definitions. 
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In connection with the question of securing a “=pe- 
cific benefit,” it may be appropriate to state here the 
placebo effects mentioned most frequently in an-wer 
to the above questionnaire. Reduction of pain, increase 
in appetite, increase in sexual desire, inductio: of 
sleep, relief of various allergic disturbances, and re- 
moval of skin blemishes were listed among nume:ous 
others. It is obvious that the list is closely comparable 
to that given by various authorities of effects achiey- 
able through the use of hypnosis or intensive suggestion, 

This similarity perhaps gives a clue to the reason 
for the dearth of material on the subject of the use of 
placebos in the medical literature. Here is a point at 
which medicine appears to become magic again, and 
therefore such a discussion can become a source of 
some uneasiness and embarrassment to physicians 
trained in a tradition originating in nineteenth century 
scientific attitudes. The existence of these feelings re- 
ceived confirmation from the answers to question two, 
having to do with the doctors’ opinions as to the rela- 
tive frequency with which they made use of placebo- 
type therapeutic measures. Three times as many phy- 
sicians interrogated were of the opinion that they used 
placebos less frequently than was average practice as 
were of the opinion that they used placebos more fre- 
quently than was average practice. In other words, the 
average physician preferred to think of himself as need- 
ing to resort to the use of placebos less often than did 
his colleagues (Figure 1). 

An additional element is the fact that placebos are, 
as a rule, used only in situations in which the phy- 
sician’s knowledge (or medical knowledge in general) 
is inadequate to the presenting problem. Thus the use 
of placebos and even an open discussion of their use 
constitutes something of a threat to the doctor’s self- 
esteem. Such feelings are often at the periphery of 
consciousness and therefore more difficult to handle 
than they need be. It is the purpose of this paper to 
make an approach to the evaluation of the proper place 
of the use of placebos in medical practice. 

As a starting point, the following working definition 
of a placebo is submitted: A therapeutic measure which 
is administered largely or entirely for a psychologic 
effect not inherent in its physical or pharmacologic 
properties. Accordingly, it is the patient and his total 
situation, not the therapeutic measure in itself, which 
determines what is or is not a placebo. One and the 


same agent can at times be a “specific” and at other 


times be a placebo. 


Factors Influencing Effectiveness 


One of the first questions which must be dealt with 
has to do with the factors determining the effectiveness 
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of a placebo in a given situation. It is clear that the 
amount and quality of suggestion contained in the 
therapeutic agent, or conveyed (verbally or otherwise) 
along with it, are of primary importance. In fact a 
placebo is nothing more than a convenient and con- 
crete form of suggestion. A determining element here 
is the suggestibility of the patient concerned at the 
particular time in question. It is essential to realize in 
ihis connection, as Lederer has indicated, that ‘sug- 
estibility’ and ‘suggestion’ are traditional expressions 
for complex phenomena, depending partly on the pa- 
ient’s underlying character structure, partly on the 
quality and degree of his emotional needs at the time, 
ind partly on certain emotional elements in the doctor. 

A closely related point is the degree of the patient’s 
awareness, if any, that he is receiving a placebo. This 
is a subtle matter and frequently not an all-or-none 
fair. If the patient has a dim awareness that he is 
being given a placebo and if he is not benefited, he may 
not mention it to the physician in question but is likely 
to do so to the next physician he consults. 

A basic element underlying many of the above con- 
siderations is the nature of the patient’s feelings toward 
the doctor, in both their realistic and unrealistic (trans- 
ference) components. Clearly if these feelings are of 
warm trust and confidence, the placebo is apt to be far 
more effective than it could otherwise be. It is a matter 
of common knowledge that with the same patient a 
given “nonspecific” medication may prove effective 
when given by one doctor but ineffective when given 
by another. This point was emphasized in the question- 
naire results by the inclusion of a number of placebo- 
type medications under the heading of “effective use” 
by some of the answering doctors and under the head- 
ing of “misuse” by others. Parenthetically, it may be 
remarked that the element under consideration—the 
patient’s feelings toward the doctor—have an impact 
on treatment by no means limited to the use of place- 
bos and that this very fact is one of the circumstances 
making it at times very difficult to decide whether a 
given therapeutic agent is effective by virtue of a place- 
bo-type effect or an intrinsic pharmacologic effect. 

In determining the effectiveness of a placebo, the 
reciprocal of those factors having to do with the patient 
are those having to do with the doctor. A comparison 
can be made almost on a point for point basis. For ex- 
ample, the appropriateness in selection of a placebo 
and the accompanying suggestions will depend partly 
on the doctor’s knowledge of his patient, including 
that portion of his knowledge which is of an intuitive 
type. The physician’s feelings about the use of place- 

s is of great significance. If uneasiness, embarrass- 
ment, shame, guilt or lowered self-esteem are among 
them, the desired effect will almost inevitably be hin- 
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dered. As an example of this phenomenon, it was of 
interest to note that the doctor whose definition of 
placebo was “‘medication without indication” found it 
extremely difficult to think of instances in which a 
placebo had “‘worked” for him. 

Although it is a point not often considered, the ac- 
tual awareness of the doctor that he is using a placebo 
also comes into play. Many a medication, which in 
reality was helpful larg: ly through its placebo-type ef- 
fect, has been administ _ red soiely for its assumed phar- 
macologic effect. In such instances the doctor’s sin- 
cerity clearly must contribute to the favorable result. 
Similarly, in instances in which the physician is quite 
aware that he is using a placebo and freely chooses to 
do so, his emotional response to the patient is of high 
significance. If it is interested, warm, and particularly 
if it is inwardly calm and relaxed (i.e., unthreatened), 
the possibilities for the effective use of placebo-type 
therapeutic measures, when actually called for, are 
good. 


Therapeutic Indications 


Another major question to be considered involves 
the therapeutic indications for the use of a placebo. 
The first indication usually given is a negative one. 
Placebos are indicated when therapeutic measures 
which are “scientifically” effective through their in- 
herent properties are impossible or impractical of ap- 
plication. It is important to note that this qualification 
should logically include all insight-giving psychother- 
apy and occasionally other forms of psychotherapy as 
well as specific medication. 

Another indication has to do with the physician. As 
indicated above, he should prescribe placebo-type ther- 
apy only when he feels comfortable about it, for other- 
wise the effect is bound to be impaired from the outset. 
This condition means that some physicians should 
never utilize a placebo. Incidentally, it is a curious 
thing to note how frequently a placebo is ordered in a 
negative or even a hostile frame of mind. Probably this 
situation comes about through the physician’s having 
become frustrated because of the difficulty or impos- 
sibility of modifying the patient’s complaints through 
more “‘scientific” therapeutic measures and because of 
the continuing demands of the patient. As one doctor 
put it, “I had to quiet *s demands some way!” 

The principal positive indication for the use of place- 
bos lies in the patient’s personality structure. The 
most typical patient for whom such use is suitable— 
judging from personal experience, from theoretical 
grounds and from the examples given in answer to the 
questionnaire—is the one with a chronic, nearly un- 
modifiable character disorder, with little or no insight, 
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and with physical complaints, largely on an emotional 
basis. This type of patient will at once be recognized 
by any physician in general practice as comprising a 
considerable fraction of his case load. 

Such a patient needs to be given to, and, in certain 
instances, one of the least harmful methods of doing 
this giving is through the skillful use of what is essen- 
tially placebo-type medication. Sometimes the prepar- 
ation chosen may combine some slight intrinsic benefit 
(as, for example, in the case of vitamin tablets or elixir 
of phenobarbital) with a placebo effect. 

To generalize from the basic type, one may say that 
the use of placebos is indicated for those patients in 
whom the balance between personality difficulties 
(whether of a fundamentally neurotic or psychotic na- 
ture or due to serious physical illness with the use of 
mildly neurotic defenses) and motivation for (or the 
possibility of) more definitive therapy is unfavorable. 
Since the patient’s personality make-up and its current 
needs are of such significance here, the ‘more defini- 
tive therapy’ would, in most instances, be some (other) 
form of psychotherapy. 

Granting that the use of definitive treatment meas- 
ures is impossible or completely impractical, the 
cardinal danger in the use of placebos lies in the 
possibility of creating disillusionment on the part of 
the patient toward the doctor. As a corollary, it fol- 
lows that the more important, in a given instance, it 
is for the patient that he develop and maintain full con- 
fidence in his doctor (and, in some cases, the more dif- 
ficult it is for him to do this), the more carefully should 
the matter be considered before the decision is made 
to give a placebo. For example, in the case of a patient 
who is even mildly paranoid, it would very rarely be 
correct to give placebo-type medication, because the 
risk of his suspecting the medication and the phy- 
sician’s motives in giving it would be so great and the 
subsequent deterioration in the relationship between 
physician and patient would be so marked that the 
possible gain would not justify the measure. 

Unfortunately it is not infrequent that placebos are 
given in just those situations in which the patient-phy- 
sician relationship is already in jeopardy from those 
aspects of the treatment situation previously mention- 
ed, i.e., the professional and personal frustration felt 
by the doctor because of his inability to help the pa- 
tient, plus the fact that such patients are often particu- 
larly demanding in their attitudes toward the doctor. 

In a consideration of the place of placebo-type meas- 
ures in medical practice, omission should not be made 
of the area of diagnosis. Actually, the use of placebos 
in diagnosis appears to be not infrequent. The ration- 
ale, in some instances, is that if a symptom responds to 
placebo-type therapy it is not “organic” or at least not 
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serious. The situation usually arises after prelin inary 
diagnostic measures of a conventional sort have yielded 
negative results. Sometimes, in the case of the ty pical, 
overworked physician, the use of a placebo in this 
fashion is also a device of postponement. 

The unknown quantity in many instances is tlie de- 
gree of suggestibility of the patient. If this is very 
great, the results of such a trial are completely vitiated, 
An example, observed by the writer some years ago, 
comes to mind, illustrating the fallacy of relying on the 
effectiveness of suggestion as an indicator of the func- 
tional or nonserious nature of a symptom. 

A 20-year-old white woman was admitted to the hos- 
pital for trismus. In many respects the patient did not 
appear severely ill. The history was compatible with 
tetanus, but also indicative of hysteria. Hypnosis was 
readily induced and further history obtained which 
suggested a specific, symbolic meaning of the locked 
jaws. Under direct suggestion, her jaws relaxed and 
remained so post-hypnotically. She was transferred 
to the psychiatric service with the diagnosis of a 
conversion reaction. Within 24 hours the clinical and 
laboratory picture became unmistakably that of tetanus. 

Although the above example deals with hypnotic 
rather than with placebo effects, the analogy of the 
two is so close that the lesson indicated here may 
readily be transferred to the use of placebo-type meas- 
ures in diagnosis. Note that, with a correct diagnosis, 
the use of suggestion in the above case as a therapeutic 
adjunct would have been absolutely correct. 

If the suggestibility of the patient is very slight, a 
diagnostic trial of a placebo may result in that break- 
down of the patient-physician relationship previously 
mentioned. Occasionally, when the degree of suggest- 
ibility is itself a diagnostic point in question, such a 
trial may legitimately be made. In addition, when the 
efficacy of a particular ‘specific’ must be determined, 
the use ofa placebo as a form of control may be indicated. 

The latter situation leads to a mention in passing of 
the place of placebos in the field of medical research. 
The lack of or inadequate use of placebos as controls in 
the clinical testing of new forms of medication has, in 
the past, been amply demonstrated. One has only to 
think of the various remedies for parkinsonism and 
arthritis with which the medical profession is flooded 
to realize the truth of the statement. In such instances 
it is obviously not a matter of deception or insincerity, 
but merely of failure to isolate the pharmaceutical ef- 
fects of each new preparation from the effects of sug- 
gestion, including the extremely important factor of 
the doctor’s earnest and hopeful expectation of a fav- 
orable effect with each new medication. In many in- 
stances use of placebo-type controls was made, but 
without sufficient care on the part of research workers 
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to maintain a perfectly neutral attitude toward the pa- 
tients and the therapy at all times. 


A “Good” Placebo 


The question next arises: What constitutes a good 
placebo? As noted above, it is manifestly impossible to 
generalize very far in the matter because of the vari- 
ibility in patients and in physicians. An example of the 
principle that what is a good (i.e., an effective) placebo 
for one patient is not necessarily so for another patient 
with the same condition was afforded by the case of 
wo morphine addicts who were simultaneously being 
ireated for withdrawal symptoms by injections of insu- 
lin. One patient obtained considerable relief from the 
insulin injections; the other did not, despite the use 
of an identical technique. The past histories of the two 
patients revealed that the former had been taking his 
morphine by subcutaneous injection, while the latter 
had been taking his (in much larger doses) by mouth. 

Examples of the principle that what is a good placebo 
for one physician to use is not necessarily so for anoth- 
er physician are extremely easy to come by. Almost 
every doctor has had the experience of learning that a 
certain patient whom he had unsuccessfully endeavor- 
ed to treat with a given therapeutic regimen has subse- 
quently been successfully treated for the same condi- 
tion with the same therapeutic agents by another 
doctor. The principal variable in such instances is the 
personality of the physician, which, as one of its mani- 
festations, made an acceptable placebo out of an unac- 
ceptable and ineffective one. 

On the other hand, it is possible to make a few obser- 
vations on the requisites of an effective placebo-type 
measure, which have wide application. One of these 
observations is that the patient can only benefit from a 
placebo so long as he does not suspect its true nature. 
This consideration is implied in the definition, for if, 
by chance, a patient should realize that he were being 
given a placebo and yet should improve symptomatic- 
ally, it could only be—barring a spontaneous recovery 
—that the improvement was motivated by certain atti- 
tudes of the patient toward the doctor engendered 
apart from or in spite of the placebo maneuver. 

The clinical fact that patients so frequently do sense 
the truth when they are being given placebos is of in- 
terest. To some extent this realization stems from the 
physician’s having given inadequate thought to the 
selection of the type of placebo to be used. Such neg- 
lect, however, springs from a more basic difficulty, the 
intuitive perception of which by the patient constitutes 
a more important source of his suspicion. This diffi- 
culty is the development of an attitude involving hos- 
tile anci guilty components (usually in mild form and 
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* ELECTRONIC 


Figure 2. Epstein’s method for removing warts in children is a good 
example of an effective (appropriate) choice of a placebo. 


often unrecognized) in the doctor, as a result of those 
frustrating aspects of the illness and demanding char- 
acteristics of the patient previously discussed. The 
remedy is for the physician to use a placebo only when 
he feels sure in his own mind that it is truly in the 
patient’s interest for him to do so, and when he has 
recognized and adequately dealt with whatever inter- 
fering feelings may have arisen within himself. 

Another general observation is that the form of 
placebo utilized should be in keeping with relevant psy- 
chologic aspects of the patient insofar as these are 
known. One confirmatory example is the case of the 
two morphine addicts mentioned above. A good ex- 
ample of the effective—because appropriate—choice of 
a placebo is afforded by Epstein’s method of treatment 
of verruca in children (Figure 2). In this procedure the 
child’s warts are painted with a 1 per cent solution of 
gentian violet, which is called “the electronic wart 
fluid.” A spark-gap diathermy machine is then used 
to provide background, while the warts are touched 
with an electrode. Epstein states that this method of 
treatment has proved successful in nine out of ten 
cases in his practice. It is easy to see how powerfully 
suggestive such a procedure would be for a young 
child who has been indoctrinated in the wonders of 
science and science-fiction through all channels of 
communication. Several generations ago, the use of a 
magic wand and an incantation would doubtless have 
been as effective, but would probably be a completely 
futile measure in the culture of today. 


A bibliography accompanying this article is available upon re- 
quest from the Editorial Office of GP. 
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CEREBRAL APOPLEXY 


BY EDWIN BOLDREY, M.D. 


Practical Therapeutics 


Department of Neurological Surgery, University of California School of Medicine, San Francisco 


CEREBRAL APOPLEXY can be defined as the abrupt im- 
pairment or paralysis of general or local cerebral activ- 
ity resulting from an intracranial arterial hemorrhage 
or a sudden major interference with the blood supply 
of the brain or one of its parts. This condition is often 
designated as “apoplectic stroke” or more simply as 
“stroke.” 

The single term “apoplexy” usually implies that 
the cerebrum is the organ affected (though technically 
a sudden hemorrhage into any organ may be properly 
referred to as an apoplexy of that organ). “Stroke” 
also usually refers to an ictus involving the brain, and 
a qualifying adjective as to site is not necessary under 
most circumstances. Some purists object to this word 
which has many other meanings, but no satisfactory 
substitute has been brought forward which improves 

upon its Anglo-Saxon monosyllabic simplicity. 

The terms “apoplexy” and “stroke” generally imply 
the absence of external violence, although injury from 
without may be significant etiologically under certain 
circumstances. Usually the immediate factors precipi- 
tating the ictus are not readily apparent or are related 
to intrinsic disease either of the blood vessels or of the 
cardiovascular system generally, and accordingly the 
term “spontaneous” has been applied. Apoplexy may 
strike at almost any age, the incidence increasing in 
varying degree with the passage of years. The peak in- 
cidence appears to be between the ages of 45 and 65. 
There is no apparent relation to difference in sex. A 
stroke is more common among patients with hyper- 
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tension or evidence of cardiovascular disease, though 
these conditions are by no means essential to its ap- 
pearance. 

The use of angioencephalography, developed in 
1927 by Egas Moniz, has been of great value in the 
specific identification during life of the underlying fac- 
tors in stroke. The resultant improvement in therapy 
has led to a reduction in both mortality and morbidity. 

The possibility of a positive approach to treatment 
based on advancing knowledge of the mechanics of 
stroke has created an increased interest in the prob- 
lem. Further improvements to be anticipated in angio- 
encephalography, particularly in its safety factors, sup- 
port the hope that still greater numbers of patients 
may in time be relieved of the ravages of this devas- 
tating condition. 

Cerebral apoplexy falls into three general categories, 
viz., hemorrhagic, occlusive (thrombotic and embolic), 
and hypotensive stroke. 


Hemorrhagic Stroke 


Hemorrhagic stroke results from the sudden rup- 
ture of an intracranial artery due to the weakening of 
its wall by some disease process. It is improbable that 
a normal blood vessel ever ruptures. In the elderly, 
the hypertensive or the arteriosclerotic patient, a tear 
in the wall of the vessel is most likely to occur at the 
site of an arteriosclerotic plaque. Infection in the arte- 
rial wall (mycotic aneurysm) may also cause hemor- 
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Hemorrhagic Stroke 


Hemorrhage subarachnoid 
and intracerebral 


ANEURYSM 
of carotid-posterior communicating artery 


rhage. Occasionally, trauma may be the primary etio- 
logic factor. In the patient under 50 (and to some de- 
gree even in the older patient, the arteriosclerotic and 
the hypertensive), the most common cause of hemor- 
rhage has proved to be a saccular (“‘berry” or congen- 
ital) aneurysm. 

Saccular (Congenital) Aneurysm. Aneurysms of the 
vessels of the brain appear to occur as the result of a 
developmental fault in the wall of the vessel at a major 
branch or, particularly in the basilar system, at the 
site of some incomplete attenuation of the vascular 
network which made up the primordial system of the 
embryo. Under unknown but adverse circumstances in 
later life, the weakened area will give way and balloon 
out as an aneurysmal dilatation, 

The aneurysms most frequently seen by the clini- 
cian are those developing in the arteries above the ten- 
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torium; these usually are of the type arising in the 
thin vascular wall at the crotch of branching vessels. 
The aneurysm may arise from the carotid artery be- 
fore the vessel penetrates the dura and thus may be 
covered by this membrane, which to some degree per- 
haps renders it safer from the point of view of rupture 
into the cranial cavity. This group, which includes the 
infraclinoid aneurysms, can erode through the dura, 
however, and fatal hemorrhage may result. Common 
sites of aneurysms in the intradural portion of the 
carotid are at its juncture with the posterior commun- 
icating artery or the anterior choroidal, or at the bifur- 
cation of the carotid into the anterior and middle 
cerebral arteries. Congenital aneurysm occurs at the 
trifurcation of the middle cerebral and often at its sec- 
ondary branches well out into the Sylvian fissure. It is 
also commonly found along the anterior cerebral artery 
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Thrombotic Stroke — 


Anterior cerebral artery 


) 


Ophthalmic artery 
) 


THROMBUS 
in internal carotid artery 


up to and including the anterior communicating. Be- 
cause in the latter position both anterior cerebral arter- 
ies may be involved, aneurysm here presents a partic- 
ularly serious condition. Many of these defy all thera- 
peutic efforts. 

Saccular aneurysms are congenital, and as with all 
congenital defects, multiplicity is common. Multiple 
aneurysms have been said to occur as often as 10 per 
cent of the time. Saccular aneurysms also may appear 
in conjunction with other vascular abnormalities such 
as angiomas, or with frank neoplasms. While syphilis 
can, of course, be directly responsible for intracranial 
hemorrhage, congenital saccular aneurysm has been 
patients with syphilis. 

Ar‘riovenous Angioma. This is a congenital, space- 
occu .ving mass of abnormal thin-walled vascular chan- 
nels. \arying in size, which receive arterial blood. In- 
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tracerebral hemorrhage may result when the fragile 
wall of one-of the vessels in the lesion ruptures under 
the driving force of arterial pressure. 

Initial symptoms may be indistinguishable from those 
of a ruptured aneurysm since the hemorrhage is essen- 
tially arterial. Bruit is more commonly encountered in 
angioma than in aneurysm. The age group involved is 
usually considerably younger than in hemorrhage from 
an arteriosclerotic plaque. The presence of hyperten- 
sive cardiovascular disease does not of itself eliminate 
angioma from consideration. 

Mycotic Aneurysm. This lesion is caused by local in- 
fection in the wall of a blood vessel as a result of bac- 
terial invasion from a source elsewhere in the body. 
The history usually suggests the etiology of the 
bleeding. 

Delayed Post-Traumatic Apoplexy. Occasional unex- 
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Anterior cerebral artery 


EMBOLISM 
in middle 
cerebral artery 


plained hemorrhage into the cerebral hemisphere may 
occur four to 21 days subsequent to a head injury. 
There is evidence to suggest that even minor and ap- 
parently insignificant blows may damage the wall of a 
vessel, causing it to rupture locally after a period of 
time. It is well recognized that the tensile strength of 
injured connective tissue is at its weakest during the 
general period of three days to three weeks following 
the wound. It is hypothesized that this factor is related 
etiologically to the delayed development of post-trau- 
matic bleeding into the brain. 

Diagnosis. The diagnosis of hemorrhagic stroke is 
based upon the history and physical findings. Usually 
there is a sudden development of partial or complete 
impairment of consciousness. There may be a memory 
of some of the events immediately preceding the loss of 
consciousness. Pain commencing in the temples, eyes 
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Internal carotid artery 


and neck, and progressing down the back is most often 
described. The story of having felt that someone had 
dealt a blow to the back of the head is not uncommon. 

A rupturing midline aneurysm (of the anterior com- 
municating artery, for example) may produce a tran- 
sitory deafness, probably due to the sudden bilateral 
paralysis of the cortical centers of hearing by the surge 
of extravasated blood into the two Sylvian fissures. 
Nausea and vomiting may accompany impaired con- 
sciousness and precede loss of consciousness. 

With unconsciousness, the depth and period of per- 
sistence are directly proportionate to the gravity of the 
prognosis. From the standpoint of initial examination, 
the immediate findings of shock, deep coma, neck stiff- 
ness and pupillary inequality coming on after sudden 
loss of consciousness support the idea of intracranial 
extravasation. 
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Hypotensive Stroke 


Anterior cerebral artery 


Ophthalmic artery 


A small (22-gauge) needle may be used for lumbar 
puncture to discover blood in the spinal fluid. The pres- 
sure should always be measured. Jugular compression 
(Queckenstedt test) is absolutely contraindicated. 

Examination within the first week after the hemor- 
rhagic stroke may reveal a systolic bruit, particularly 
on auscultation over the eyes. Papilledema may be 
present; subhyaloid hemorrhages are sometimes found, 
particularly in the younger patient. 

If the aneurysm which is the source of bleeding 
arises from the carotid or the posterior communicating 
artery, paralysis of the third, fourth or sixth cranial 
herves or any combination of these may occur. Aneu- 
trysm of the posterior cerebral artery is sometimes also 
associated with third nerve paralysis. In such instances, 
a homonymous field defect is more likely, whereas in 
the carotid group, visual impairment may be homon- 
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Middle cerebral and branches 


Internal carotid artery 


ymous or may involve only the optic nerve on the 
side of the lesion if it is present at all. (Aneurysmal 
dilatation of the carotid, particularly at the anterior 
choroidal or posterior communicating level, sometimes 
produces an oculomotor paralysis without rupture and 
subarachnoid bleeding.) 

The hemorrhage may be directed into the brain it- 
self. If the intracerebral hematoma is in the frontal 
region, signs of a unilateral lobotomy will be encoun- 
tered. If the intracerebral clot is in the region of the 
motor cortex or the corpus striatum, paralysis of the 
contralateral side in varying degree will be found. 
Hemorrhage into the parietal lobe will produce sen- 
sory defects. Bleeding into the occipital lobe will cause 
homonymous visual loss. In the thalamus, hemorrhage 
will result in not only paralysis and sensory deficit but 
also burning pain in the contralateral side of the body. 
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Therapy of Hemorrhagic Stroke 


The immediate therapy in hemorrhagic stroke is di- 
rected toward the control of shock and other systemic 
responses to the insult. An adequate airway must be 
maintained, Compression of cervical vessels must be 
avoided. Care in moving is essential. If the initial state 
of unconsciousness persists, frequent position change 
is necessary to prevent pressure necrosis. Bladder and 
bowel function may demand attention; an indwelling 
catheter, preferably with tidal drainage, is often re- 
quired. Maintenance of adequate fluid and food intake 
(approximately 2,500 cc. with 2,500 calories per 24 
hours if the temperature is normal) is imperative. To 
control bleeding in the initial phase of an episode, I 
have tried intravenous hypotensive drugs, such as 
thimethaphan camphorsulfonat (Arfonad) and hexame- 
thonium, with only fair results. 

After stabilization following the initial ictus, it is 
important to have the patient at rest as much as possi- 
ble. Mild sedatives may be employed. Morphine should 
be avoided, however, because of its effect upon the 
respiratory system, and because it eliminates to a con- 
siderable degree the pupillary reaction so valuable in 
identifying the location of the lesion or the progression 
of an expanding intracranial process. Restlessness must 
be combated. Barbiturates in moderate doses not only 
are of value in this respect, but they also reduce the 
likelihood of convulsive seizures resulting from cortical 
irritation. Paraldehyde in oil, starting for the adult 
with 12 cc. per rectum and following with 4 cc. every 
20 minutes until the patient is quiet, has been a helpful 
medication for restlessness if other methods fail. Co- 
deine is the preferred analgesic. The prevention of 
straining on the part of the patient, without overmedi- 
cation, will sometimes tax the practitioner’s ingenuity. 

Angioencephalography. In the modern practice of 
medicine, an angioencephalogram must be considered 
in every patient who has had evidence of a subarach- 
noid or intracerebral hemorrhage. I can think of no 
circumstance where the ligation of the carotid or verte- 
bral artery in the neck for treatment of spontaneous 
intracranial hemorrhage is justifiable without first dem- 
onstrating the bleeding site in an angiogram. 

This test should be carried out as soon as the pa- 
tient’s general condition will permit. Under most cir- 
cumstances, the clinical status should be such that 
preliminary therapy can be tolerated as well. It seems 
obvious that an arteriogram is not indicated if the pa- 
tient is in shock or if his general condition makes it un- 
likely that he could survive the test or any treatment 
immediately thereafter. 

In the properly selected case, however, there is 
no substantial evidence that an arteriogram carefully 
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carried out contributes significantly to the hazar« of 
further bleeding. It is highly important to know ‘he 
nature of the underlying problem. If the bleeding point, 
such as an aneurysm or an angioma, can be demon- 
strated, plans for the management of the patient and 
of the lesion can be made immediately. The dange: of 
secondary hemorrhage can be minimized and the pa- 
tient’s prognosis improved. 

Having established the presence of intracranial hem- 
orrhage, therefore, the patient must be taken gently 
but as expeditiously as possible to the nearest medical 
center where not only angioencephalography but the 
treatment indicated by the angioencephalographic find- 
ings can be carried out without further move. Angio- 
encephalography should not be undertaken until one 
is prepared to cope with the potential complications 
of this method of investigation and with the lesion 
which it may demonstrate. 

In angiography for a hemorrhagic stroke, the proce- 
dure may be carried out percutaneously or by the open 
method, depending upon the preference of the angio- 
encephalographer. If the site of hemorrhage is not 
demonstrable in the carotid angiogram, a vertebral 
study should be attempted for completeness, prefer- 
ably at the same time if the patient’s condition con- 
tinues to be satisfactory. 

Intracranial Saccular Aneurysm. While varying sta- 
tistics are quoted, the evidence seems to indicate be- 
yond all question that a patient who survives a hemor- 
rhage from a saccular aneurysm has almost an even 
chance of having another hemorrhage within a period 
of three weeks. The second hemorrhage carries a 
greater risk of death than the first. Should the patient 
survive the second hemorrhage, a third carrying an 
even greater chance of death is still quite likely to 
occur. Active treatment of the aneurysmal lesion, there- 
fore, is not only justified but imperative. 

If the angioencephalogram demonstrates a single 
aneurysm, the location of which is consistent with the 
clinical history and physical findings, direct treatment 
of that aneurysm must be considered. The ultimate 
purpose of surgical therapy is to eliminate the aneu- 
rysm from the cerebral circulation insofar as this is 
possible. Where this must be done in stages, the pro- 
cedures must be designed to reduce successively the 
circumstances under which continuing arterial pres- 
sure may be likely to lead to a secondary rupture prior 
to actual complete “trapping.” 

At times circumstances will not warrant intracranial 
trapping. In aneurysm of the carotid itself or of the 
carotid portion of the circle of Willis, ligation of the 
internal carotid and the external carotid or of the com- 
mon carotid is indicated. This ligation is usually done 
in stages. There is an advantage in most instances in 
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carrying out the procedure under local anesthesia since 
the status of the patient’s consciousness may then be 
determined, and changes in motor power may also be 
recognized early. 

Heavy ligatures (such as preserved fascia lata or 
heavy braided silk or cotton) may be used. A metal 
clamp has been described by Selverstone which per- 
mits gradual occlusion of the vessel. This may be ad- 
vantageous if the patient does not tolerate abrupt occlu- 
sion as by ligature. The clamp also permits ready re- 
lease of compression should loss of consciousness or 
paralysis of function ensue upon complete obliteration 
of the lumen of the vessel. Gradations of compression, 
of course, are not possible with ligation, and the re- 
lease of a ligated vessel entails reopening the wound. 
On the other hand, there are distinct advantages to 
the use of the ligature when properly applied after a 
test period with the vessel temporarily occluded. In 
our clinic, the ligature is still preferred to the clamp 
in most instances. 

There are excellent investigators who feel that liga- 
tion in the neck is the only treatment necessary for a 
bleeding aneurysm; there are some who believe that 
ligation in the neck should be used with all intracranial 
aneurysms no matter what their location. I have been 
unable to agree with these points of view, although 
the position of those who hold them is respected. It is 
my feeling that there are occasions when circumstances 
do not justify the intracranial approach to a carotid 
aneurysm. On the other hand, unless some aspect of 
the patient’s problem positively contraindicates this 
exploration, the aneurysm cannot be completely elimi- 
nated from the circulation until an intracranial ap- 
proach has been included in the treatment. There are 
factors which justify exception to this statement, and 
each case must be considered on its own merits. 

In aneurysm arising beyond the bifurcation of the 
internal carotid, ligation of the carotid in the neck has 
potential value only where the lesion is at the trifurca- 
tion of the middle cerebral. It is a disadvantage when 
the aneurysm is of the middle cerebral beyond this 
point, of the posterior cerebral, of the anterior cerebral 
or the anterior communicating arteries, since the blood 
supply to the proximal carotid branches is reduced 
and the collateral circulatory supply thereby lessened. 

The intracranial approach consists essentially of 
“trapping” the aneurysm by placing clips on the con- 
tributing vessel or vessels, both proximal and distal to 
the lesion, or, rarely, across the base (“‘neck”’) of the 
aneurysm itself. The possibility of the latter has been 
unusual in my experience. In by far the majority of 
ins: inces, only by complete elimination of the aneu- 
tysi: from the circulation has a feeling of safety for 
the ,stient been achieved. 
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With the development of hypotensive agents and of 
hypothermia as an adjunct to surgery, lesions that 
have heretofore been unapproachable intracranially 
now are within the reasonable range of definitive ther- 
apy. This does not imply that all aneurysms can be 
successfully dealt with, but the percentage can be in- 
creased by these recent developments. Aneurysms aris- 
ing from the anterior communicating artery remain 
the most difficult with which to cope because of the 
bilateral arterial supply and because of the serious re- 
sults of interrupting small, important vessels originat- 
ing at or near this junction. 

Arteriovenous Angioma. Diagnosis of this lesion de- 
pends upon the same procedures as with aneurysms. 
Once identified, the vessels supplying the angioma 
must be well delineated insofar as circumstances war- 
rant. Approximately two-thirds of arteriovenous an- 
giomas can be successfully removed by modern surgical 
methods. The deficit from such removal will, in most 
instances, be sufficiently small that the patient can 
carry on a satisfactory social and economic life. Re- 
peated hemorrhages are not quite so frequent as in 
saccular aneurysm, but they are still encountered often 
enough to make them a real danger to the patient's 
health as well as to his life itself. 

Large angiomas (particularly those on the dominant 
hemisphere), bilateral arteriovenous angiomas, and 
those lying deep or between the hemispheres may be 
difficult or impossible to extirpate without serious mor- 
bidity. The unilateral lesion usually can be coped 
with, and the patient usually will be happy that this 
Damoclean sword no longer hangs over his head. 

Inoperable or Nondemonstrable Hemorrhagic Lesions. 
Patients in these categories present a serious problem 
of care. The demonstrable vascular lesion that is not 
amenable to surgical treatment carries the poorer prog- 
nosis of the two. In something over one-third of my 
patients with intracranial hemorrhage, the lesion has 
not been angiographically demonstrable. Some of these 
patients have had second hemorrhages at a later date. 
A number have had repeat angioencephalograms after 
a few weeks, and in a small percentage of this group, 
aneurysms were demonstrated in the second series of 
studies but not in the first. 

If a second angioencephalogram also fails to demon- 
strate an aneurysm, or if a second angioencephalogram 
is not deemed advisable, a period of prolonged rest and 
inagtivity is prescribed. The basis for this has been 
quite empirical. Though it seems obvious that the like- 
lihood of bleeding from an aneurysm will be greater if 
the arterial pressure is high than if it is low, a study 
of activities of patients at and just before the time of 
bleeding does not substantiate the view that strain is 
by any means consistently contributory in a direct way 
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to the rupture of an aneurysm in any significant per- 
centage of instances. On the other hand, even limited 
activity in the weeks immediately following apoplexy 
has been accompanied by an alarming incidence of 
secondary—usually fatal—bleeding. 

Absolute bed rest is prescribed for a period of no 
less than three months. I have had too frequent and too 
bitter experience with periods of rest less than this to 
feel justified in shortening it. During this period of in- 
activity, increasing bed exercises are permitted during 
the last six weeks, but these are never beyond a few 
minutes at a time and are designed to start return of 
some “tone” in the vascular as well as the muscular 
system. 

The period of bed rest is followed by one of equal 
length in which there is gradual expansion of activity, 
first indoors, and finally outside, increasing the amount 
as to time and degree. Care must be taken during this 
time that the patient not gain weight and that nothing 
be done to elevate arterial blood pressure. The return 
to previous activities should be slow and, as a general 
principle, physical as well as emotional strain in the 
future should be avoided insofar as possible. 

This regimen has resulted in satisfactory progress 
in a high percentage of selected patients for whom it 
has been recommended. It is time-consuming and ex- 
pensive, but it is felt that the end is justifiable and 
anything short of this carries increasing hazard. 

Delayed Post-Traumatic Apoplexy. Delayed intracere- 
bral hemorrhage following head injury, minor or other- 
wise, usually manifests itself as a progression of signs 
or symptoms pointing to a single, expanding lesion, 
which is commonly misinterpreted as a tumor. The 
head injury may have been so inconsequential in de- 
gree that it seemed eliminated for the moment from 
consideration as an etiologic factor. 

Diagnosis is usually made by the finding of an intra- 
cerebral clot of varying magnitude and degree of fluid- 
ity. Often the bleeding point will have sealed over spon- 
taneously by the time the clot is evacuated. Recurrence 
of bleeding can occur, however, and may require an ex- 
tensive exploratory procedure. 

It is possible that these lesions may result from a 
small aneurysm, although an aneurysm has not to my 
knowledge been demonstrated angiographically in a 
case that falls in this category. Properly handled, the 
prognosis with these patients is good; secondary con- 
vulsions, however, may complicate complete recovery. 

Mycotic aneurysm. In mycotic aneurysm, the under- 
lying problem is treated. Angiography and ligation are 
seldom if ever to be recommended. The treatment, 
therefore, would be that of the inoperable or nondemon- 
strable lesion, plus that for the underlying infectious 
process. 
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Occlusive Stroke 


‘THROMBOSIS: 


Thrombosis of the internal carotid has been observed 
in patients from the second decade to the ninth. It is 
axiomatic that damage to the intima of the vessel is 
essential to the development of this occlusion. It is 
more likely, therefore, to occur in those patients with 
arteriosclerosis than in those with less obvious vascular 
disease. Atheromatous plaques in the internal carotid 
artery at or just beyond the bifurcation of the common 
carotid have been described as frequent contributors to 
the development of this lesion. 

An etiologic factor in which I have been interested 
and which I have described is the compression of the 
internal carotid by the lateral process of the first cer- 
vical vertebra when the head is turned to either side. 
Clot centering at and apparently arising near this level 
has been seen on a number of occasions. For this rea- 
son, it has been felt that the arteriosclerotic patient 
should avoid sleeping in positions in which his head 
is turned sharply as would be the case when lying on 
the abdomen. 

There appears to be a tendency for thrombosis to 
develop at times when there is a drop in blood pres- 
sure or during periods of extreme exhaustion or hemo- 
concentration. 

In internal carotid thrombosis, a sudden stroke 
without warning may occur during a period of relaxa- 
tion, being recognized upon awakening. If conscious- 
ness is not too severely impaired, the patient himself 
may observe progress of the impairment of function 
during the course of several minutes or even hours. 
Larval episodes are frequently reported as having oc- 
curred from time to time for as long as weeks prior to 
the major stroke. These may consist of transitory pe- 
riods of faintness, unilateral weakness, unilateral sen- 
sory impairment or pain in or near the temple or orbit. 
Transitory or permanent unilateral visual impairment 
has been reported. Personality change has sometimes 
been mentioned by those associated with the patient. 

The diagnosis of internal carotid thrombosis is made 
by angioencephalography, preferably performed by the 
open method so that there may be direct inspection 
of the vessel in the neck. With the percutaneous 
method, failure of filling of the open internal carotid 
due to inadvertent malplacement of the needle or mis- 
direction of it into the common carotid can occur. It is 
essential that both anterior and lateral views of the 
artery be taken and that at least one of these be in a 
position where the carotid is not compressed by the 
lateral process of the first vertebra in the neck. 

Filling of the intracranial carotid at or beyond the 
ophthalmic artery is possible in the presence of a com- 
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pletely thrombosed internal carotid in the neck, or in 
its petrous portion. This occurs because of the exten- 
ive collateral connections between the external carotid 
and the ophthalmic which permit reversal of flow in 
the latter vessel so that the internal carotid within the 
cranium is demonstrated. Some continuing circulation 
vithin the brain on the ipsilateral side may also be 
naintained through the posterior communicating ar- 
ery, through the anterior cerebrals and through the 
wnterior communicating vessel. Peripheral collateral 
arculation at the margins of the cerebral convexity also 
nay be seen. 

Bilateral internal thrombosis has been described, and 
in this situation the entire cerebral supply would of 
uecessity be through the vertebral-basilar system or via 
unrecognized anomalous vessels. 

Treatment of Carotid Thrombosis. If for some reason 
the patient is in the hospital at the time of the throm- 
botic ictus and sufficient clinical evidence is present to 
identify both the location and nature of the lesion, 
thrombectomy has been recommended and successfully 
carried out. This procedure is of value only at the very 
earliest stage, however, and even then the percentage 
of patients who can expect recovery is extremely low. 
Itis difficult to judge accurately the results of this pro- 
cedure since the collateral circulation previously men- 
tioned may be adequate to maintain some blood supply 
to the cerebrum so that only minor impairment may 
result even though a continuing complete occlusion 
exists in the internal carotid itself. The arteriotomy 
may have as its principal virtue the interruption of 
some of the periarterial sympathetics, with resultant 
relaxation of spasm in the peripheral tree. 

If thrombosis has existed for more than a few hours, 
it is unlikely that any value will come from throm- 
bectomy. By this time, permanent changes will have 
occurred in the nerve cells of the cortex or ganglia. 
Temporary improvement may resuit from block of the 
cervical sympathetic with local anesthetic (1 per cent 
procaine, for example). Benefit has been reported from 
extirpation of the stellate ganglion or the high thoracic 
ganglia, leaving the stellate intact. Some have felt that 
transection of the thrombosed carotid interrupts the 
carotid sympathetic plexus and relaxes the vessels per- 
ipheral to the occlusion, promoting collateral circula- 
tion. Value has also been reported from the use of 
systemic vasodilators, such as 7 to 10 per cent carbon 
dioxide and oxygen used for five to ten minutes hourly, 
or niacin by mouth, 50 to 100 milligrams, one-half hour 
before meals. It is imperative that adequate blood pres- 
sure be maintained, inasmuch as a considerable number 
of these patients are hypertensive and a drop in blood 


pressure will advance the lesion rather than benefit the 
patient. 
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I have seen improvement from repeated stellate block, 
and from stellate infusion with local anesthetic as well as 
from the continuing use of vasodilators with support of 
blood pressure to the level previously established as 
average for the particular patient. It has been very 
rare that a surgical procedure, such as sympathec- 
tomy or transection of the carotid, has seemed to be 
indicated. 

The middle cerebral artery is essentially a continua- 
tion of the internal carotid. Its collaterals are principal- 
ly through the anterior cerebral and posterior com- 
municating and through the ophthalmic if the carotid 
is patent at this point. 

The clinical signs of middle cerebral thrombosis are 
quite similar to those of internal carotid occlusion in 
which the cerebral vessel is undoubtedly frequently in- 
volved. By the time middle cerebral thrombosis has been 
demonstrated, the problem is usually subacute or 
chronic. The therapy is essentially that noted in de- 
layed treatment of internal carotid thrombosis, and the 
results are quite the same. 

Demonstrable thrombosis in the anterior cerebral and 
the posterior cerebral arteries is rare. In the angioen- 
cephalogram, filling of these vessels is sufficiently vari- 
able that thrombosis cannot justifiably be diagnosed 
on the basis of nonfilling alone. When occlusive disease 
of the anterior and posterior cerebralarteriés is suspect- 
ed, the therapy is that of cardiovascular support to 
maintain pressure and vasodilators to maintain collat- 
eral circulation as effectively as possible. 

Basilar Artery. Complete thrombosis of the basilar 
artery is a fatal disease. Whether or not partial throm- 
bosis of this vessel can exist for long periods of time is 
uncertain. During the development of basilar thrombo- 
sis, a variety of symptoms of impaired brain-stem func- 
tion can develop, the pattern depending upon the loca- 
tion of the nucleus or tract whose blood supply has 
been impaired or interrupted at any particular time 
during the course of the disease. 

Basilar thrombosis occurs principally in atheroscler- 
otic patients. The basilar artery itself, however, is prone 
to atherosclerosis beyond that ordinarily seen in other 
cerebral or systemic vessels. 

Vasodilators are of no practical value in the treat- 
ment of obstruction in this vessel itself when complete 
occlusion is imminent. Vasodilatation of the circulation 
collateral to the branches of the basilar through the 
circle of Willis in the carotid system may stem the ad- 
vance of the thrombotic development for a varying pe- 
riod of time, however, and these agents are therefore 
often deemed worth while. The same comments apply 
to the therapy of thrombosis of the vertebral arteries 
and that vessel so commonly affected, the posterior in- 
ferior cerebellar. 
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EMBOLISM: 


Any vessels of the cerebral circulation may be affect- 
ed by embolism. A common origin of emboli to the 
cerebral vessels is dislodged clot from the wall of the 
intracardiac spaces, particularly in the presence of an 
interventricular septal defect. Arteriovenous angiomas 
of the lung may contribute to the passage of emboli 
from the systemic venous circulation into the arterial 
circulation. 

Small emboli may pass through the sinusoids of the 
lung and still be sufficiently large to obstruct significant 
vessels in the brain, or to irritate the vessels to the point 
that a constrictive occlusion of embarrassing degree 
can occur. 

Among the sources of small emboli are fatty particles, 
especially following trauma to the larger bones of the 
body, air (either traumatic or inadvertently introduced 
during intravenous or intra-arterial injection) and par- 
ticulate matter injected intravenously or intra-arterially 
in the course of diagnosis or therapy of systemic disease. 

The potential sources of emboli are usually known 
and recognized. When present, the sudden appearance 
of paralysis of function points strongly to the develop- 
ment of embolism to the brain. If the patient is seen 
within a few minutes after the appearance of embolism, 
stellate block may be of great value in release of the 
arterial spasm and may cause permanent disappearance 
of cerebral symptoms. Time is of the essence, however, 
and the benefits from stellate block rapidly decrease 
with the passage of minutes. 

The onset of embolic apoplexy is frequently as- 
sociated with a convulsion due to vasospasm and epilep- 
togenic ischemia of the cortical surface in the area sup- 
plied by the affected vessel. Status epilepticus may en- 
sue. It is imperative that anticonvulsive measures be 
undertaken promptly to prevent advance of this po- 
tentially fatal complication. 

The late treatment of cerebral embolism is the same 
as that for thrombosis of the peripheral cerebral vessels. 

Angioencephalography is ordinarily of limited value 
in the study of cerebral embolism. Usually the diagnosis 
has been established by the history. 


Hypotensive Stroke 


The patient with arterial hypertension, with arterio- 
sclerosis, or with both these conditions may develop, 
either as a result of too vigorous treatment or as a part 
of the basic disease itself, a sudden drop of pressure 
below the level critical for the delivery of adequate blood 
to sustain function or survival of nerve cells in certain 
areas of the brain. The situation is analogous to that 
which would exist in a water tap on the top floor of a 
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tall building should the pressure in the main sucdenly 
be reduced to a level too low to permit an ad quate 
flow through exits at that height. 

The manifestations of hypotensive stroke are vener. 
ally unilateral, for one hemisphere is usually more af. 
fected than the other by this situation. The symptoma- 
tology is often indistinguishable from that noted with 
true thrombosis of the internal carotid. Larval attacks 
over several days prior to the final stroke may occur. 
The episodes are inclined to develop during hours of 
rest or sleep, and paralysis may be found upon awaken- 
ing. Overfatigue, shock, intercurrent disease and emo- 
tional disturbances may be contributing factors to tran- 
sitory inadequate pressure. Progress may be noted dur- 
ing the hours following the development of the major 
incident. 

Painful manifestations and transitory visual impair- 
ment have been observed in connection with this type 
of interference with vascular supply and are caused by 
the same mechanisms that exist with thrombosis. 

The diagnosis of hypotensive stroke is made by angio- 
encephalography which demonstrates a patent vascular 
system in the affected region and by the clinical obser- 
vation of considerable variations in arterial pressure 
spontaneously or as a result of medication for the con- 
trol of hypertension. 

Therapy is essentially the same as that described un- 
der thrombosis of the internal carotid artery. Prognosis 
with respect to some return of function is slightly better 
than in that group. The outlook as to complete return 
of function, however, is approximately the same. The 
necessity of maintaining an adequate general level of 
arterial pressure is somewhat more critical with this 
group of patients than with those whose occlusion is due 
to a frank thrombosis. 


Therapy of Chronic Apoplectic Sequelae 


A discussion of the treatment of cerebral apoplexy 
would be incomplete without some consideration of the 
therapy of the chronic condition so frequently resulting 
from a stroke of any type. 

The hemiplegia of apoplexy is usually most marked 
in the arm. Because of the more liberal bilateral supply 
to the anterior cerebral artery, paralysis of leg function 
to the point where walking is impossible is rare indeed. 
With the use of physiotherapy and the tools of rehabil- 
itation available to the physiatrist, members whose 
function is injured by damage to the cerebrum can be 
made to act at a significantly higher level of usefulness 
than when no attempt is exerted to guide the activities 
of the patient toward the maintenance of supple joints 
and toward the effective use of the muscles that sti! 
function. The factors of age and of drive of the patient 
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toward improvement play a major role, of course, in the 
eventual results to be expected. The value of active ef- 
fort on the part of the patient, particularly the young 
and the middle-aged, is great, and return to a useful 
function even if not in the original field of activity can 
be anticipated in many patients who have suffered this 
serious debility. 

Patients who have had cerebral damage early in life, 
either by hemorrhage or by occlusion, may develop con- 
vulsive seizures, either at the time of the stroke or after 
sufficient time has elapsed to permit scar tissue to con- 
tribute to the production of an epileptogenic focus. 
Adequate medication, with restrictions as to alcohol 
and the true stimulants, constitutes the basis for im- 
mediate therapy. Excision of cerebral scar tissue is 
sometimes necessary, however, to assure control of the 
attacks to the best possible level. 

The involvement of the basal ganglia, including the 
thalamus, by hemorrhage or by vascular occlusion, may 
result in a characteristic burning sensation in the con- 
tralateral side known as “thalamic pain.” This type of 
pain has in the past been highly resistant to therapy, 
both sedative and analgesic. Surgical procedures have 
been of little or no help for these patients. A true “cen- 
tral” pain is existent. In recent months, accumulating 
evidence seems to indicate that drugs such as chlorpro- 
mazine may be valuable in the control of this problem 
in many patients. Experience to date is limited, but has 
been encouraging. 


Summary 


Cerebral apoplexy falls into three general categories: 
(1) hemorrhagic stroke; (2) occlusive (thrombotic and 
embolic) stroke; (3) hypotensive stroke. 

Hemorrhagic apoplexy in the young and middle- 
aged is usually the result ofa ruptured aneurysm. In the 
older age group and in hypertensives, there is the pos- 
sibility of hemorrhage from torn atheromatous plaques 
or from local weakness in the vascular wall secondary 
to the underlying disease itself, though aneurysms may 
also be found in this group. 

Other sources of hemorrhage include mycotic aneu- 
rysms secondary to infection elsewhere in the body, 
arteriovenous angiomas, and delayed effects secondary 
to trauma. In as high as 25 to 30 per cent of instances, 
the precise localization of the bleeding point may not 
be achieved. 

Hemorrhage from aneurysm or from angioma can fre- 
quent!v be favorably treated by surgical procedure, but 
only when the site of the lesion has been demonstrated 


by angioencephalography. The bleeding point can often 
be removed from its connection with the cerebral circu- 
lation, and the patient’s prognosis as to life can be sig- 
nificantly improved. Delayed hemorrhage following 
trauma is usually favorably affected by evacuation of the 
clot; occasionally the bleeding point will be identified 
and occluded. Hemorrhage of source unidentifiable by 
angioencephalography can be treated only by prolong- 
ed rest and regulated return to moderate activity. 

Thrombosis most commonly involves the internal 
carotid or the middle cerebral artery or both. Acute 
thrombosis of the internal carotid can sometimes be 
treated by thrombectomy; most thrombosis, however, 
comes to the attention of the physician too late for such 
a procedure. Supportive measures, including mainte- 
nance of adequate blood pressure and of maximum collat- 
eral circulation, constitute the basic principles of ther- 
apy of the subacute and chronic thrombotic problem. 

Complete thrombosis of the basilar artery is a fatal 
disease. The rate of advance of incomplete thrombosis 
in this vessel can be impeded to some extent by vaso- 
dilating drugs improving the collateral circulation 
through the carotid system. Such vasodilating drugs 
are not effective in the treatment of intrinsic lesions of 
the stem itself. 

When embolism is the cause of apoplexy, the source 
of the embolism is generally recognized. An immediate 
stellate block may be effective in permanently eliminat- 
ing the effects of the occlusion. The effectiveness of this 
block, however, disappears rapidly with the passage of 
time. In the late stages, the treatment is similar to that 
of thrombosis. Convulsive seizures are particularly like- 
ly to superimpose a complication in cerebral embolism. 
Medical and some surgical treatment must be consid- 
ered. Anticonvulsive drugs must be considered in all 
embolic strokes; surgical treatment sometimes must be 
added when the convulsive state is resistant to therapy. 

In the hypotensive patient, stroke occurs principally 
when a fall in blood pressure, either spontaneous or 
iatrogenic, reduces pressure below the level critical to 
the supply of adequate nutrition to the cells in the 
peripheral circulation of the brain. Diagnosis is based 
entirely on angiography, which is essential to the dif- 
ferentiation between this condition and occlusion due 
to thrombosis. Prognosis is slightly better than with 
thrombotic occlusion. 

Rehabilitative treatment of the chronic morbidity re- 
sulting from apoplexy is not only indicated but is es- 
sential to the maximal return and maintenance of func- 
tion. The active participation of the patient is the most 
important factor in such therapy. 
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Distribution of Joint Disease 


BY DWIGHT C. ENSIGN, M.D. AND 


AtrHouGH thorough study of the patient is \ tally 
important in diagnosis of the type of arthritis, a valu- 
able first impression is sometimes gained simply by 
considering the distribution of the joint involvement, 

In rheumatoid arthritis, joint involvement is usually 
symmetrical and multiple. In the hands, the proximal 
interphalangeal joints show spindle-shaped or fusiform 
enlargement, and metacarpophalangeal joints are 
commonly affected. Soft tissue swelling and joint 
effusion are characteristic. There is a tendency to 
early involvement of hands and wrists, feet and ankles, 
with progression from peripheral joints toward the 
larger joints. Widespread and sometimes almost uni- 
versal involvement occurs in advanced cases. 

In osteoarthritis, joint involvement may be sym- 
metrical, but as a rule fewer joints are clinically af- 
fected. In the hands, the terminal interphalangeal 
articulations show knobby enlargement (Heberden’s 
nodes). Weight-bearing joints, especially knees, hips 
and lumbosacral spine, and cervical spine are common 
sites of osteoarthritis. 


JOHN W. SIGLER, M.D. 
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Ovarian Cancer Aid 


(American Association for Cancer Research, San Fran- 
cisco, April 16.) THe pruc TEM benefited half of 24 
women with advanced ovarian cancer not treatable by 
x-rays or surgery. Seven demonstrated objective bene- 
fit, such as decrease in size of pelvic and abdominal 
masses, and weight gain. Five others showed subjective 
improvement in well-being, improved appetite, de- 
creased pain. Improvements were maintained from 
several months to over a year.—Dr. Marcurrirte P. 
Sykes, Memorial Center, New York. 


Male Hormone Drawback 
(Ibid. April 18.) Testosrerone appears actually to 


stimulate cancer growth in some women with advanced 
breast cancer. The explanation seems to be that they 


convert the hormone to estrogen.—Drs. W. P. L. 


Myers, C. D. West, O. H. Pearson and D. A. 
Karnorsxy, Memorial Center, New York. 


Placebos as Pain Relievers 


(Federation of American Societies for Experimental Bi- 
ology, San Francisco, April 12-16.) Piacesos reduce 
pain in about one-third of patients, are more effective 
the severer is the pain. Pain relief is particularly noted 
in angina pectoris, headache, postoperative wounds, 
mood changes and nausea. The effect appears to be 
psychologic, involving the adrenal glands.—Dr. 
Henry Beecuer, Harvard Medical School. 


Meperidine Addiction 


(Ibid.) True appicTion to meperidine (Demerol) 
does occur. Many physicians appear unaware of this 
danger, and this may explain the relatively high num- 
bers of physicians and nurses who become meperidine 
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addicts. The general incidence of meperidine addic- 
tion is increasing.—Dr. Harris Ispett, National In- 
stitute of Mental Health’s Addiction Research Center, 
Lexington, Ky. 


Antirheumatic Agent 


(Ibid.) A NEWLY ISOLATED and synthesized chemical 
agent, G-27202, shows promise of effectiveness against 
gouty arthritis and rheumatoid arthritis. It is a by- 
product of the body’s attempt to metabolize phenyl- 
butazone, was detected in the urine of patients 
receiving phenylbutazone. G-27202 possesses high 
anti-inflammatory activity, and tests are under way to 
determine its usefulness.—Drs. Bernarp B. Bropiz 
and J. J. Burns, National Heart Institute, and Drs. 
ALexaNpER B. Gutman, T. S. Yu, Bruce Parton, J. 
Murray STeEte and Mr. James Peret, Goldwater and 
Mt. Sinai Hospitals, New York. 


Cardiac Output and Age 


(Ibid.) Carptiac outruT decreases about 1 per cent a 
year with age, apparently beginning after age 30. It 
is partly associated with a decrease in body size, partly 
with slower heart rate, but mostly due to a smaller 
quantity of blood pumped at each heart beat.—Dnrs. 
MarTIn BRANDFONBRENER, LANDOWNE and 
Natuan W. Suock, National Heart Institute, Bethesda, 
Md. 


Anemia and Milk 


(California Medical Association, San Francisco, May 2- 
5.) Too mucu Mix and insufficient fruits and vege- 
tables lead to anemia due to lack of iron in the diet in 
some children. The anemia develops about age 1 to 
2%, is readily corrected by iron-containing foods. 
Iron reserves at birth can apparently be exhausted by 
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California at Los Angeles Medical School. 


Heart Disease Treatment 


(Ibid.) Raptoactive is credited with restoring 
some victims of coronary occlusion and congestive 
heart failure to greater activity and usefulness, with 
less pain. The radioactive iodine makes the thyroid 
less active, thus slowing metabolism and rate of blood 
flow through arteries, to take some strain off the heart. 
Of an initial 100 patients severely ill, 40 are alive five 
years later.—Dr. Henry L. Jarre, Los Angeles. 


Early Surgery 


(American Association of Plastic Surgeons, Washington, 
D.C., May 4-6.) If .ocaL ANESTHETIC is employed, 
infants born with harelips, hairy moles or other facial 
deformities can be operated safely at age 1 week. Sur- 
gery at 6 to 10 days of age is recommended by one 
authority, provided the infant weighs at least six 
pounds, is eating well, and is otherwise normal. The 
local anesthetic, used successfully on more than 1,000 
infants, is safer, cheaper and more convenient than 
general anesthesia for this type of patient. ‘The treat- 
ment of congenital deformities in the newborn is often 
postponed much longer than necessary, causing un- 
necessary embarrassment and heartache to the par- 
ents.”"—Dr. Ricnarp E. Srrairn, Straith Memorial 


Hospital, Detroit. 


Early Orthodontic Therapy 


(Ibid.) EveN WHEN surgery is performed at early age 
to repair a cleft palate, children almost inevitably have 
maloccluded teeth and distorted dental arch, hinder- 
ing development of normal speech. With early ortho- 
dontic treatment, the dental arch can be molded 
almost at will. If it is delayed until permanent teeth 
appear, the molding is far more difficult. Loss of baby 
teeth through decay can be disastrous, for the teeth 
must be present to permit early treatment. Especial 
caution by parents to fill carious baby teeth is urged.— 
Dr. Georce Warren Prerce, St. Francis Memorial 
Hospital, San Francisco. 


Finger Graft 


(Ibid.) Dr. Lynpon A. Peer, St. Barnabas Hospital, 
Newark, N.J., amputated an extra finger from each of 
three infants, and an extra toe from another, and 
transplanted them just beneath the skin of the abdo- 
men, in the same infants. The extra digits have sur- 


rapid growth.—Dr. Natuan J. Surrn, University of 


vived for more than two years, still retaining charac. 


teristic structure. The fingers still are jointed and can 
be bent, the nail remains on the nail bed. This raises 
some “fascinating clinical possibilities,” including the 
prospect of placing a severed finger in the abdomen, 
then joining it to the stump and carrying on gradual 
grafting to reconstruct a strong, usable finger. The 
severed finger would not lose blood circulation. At- 
tempts to sew a missing finger to the stump encounter 
the difficulty of re-creating blood circulation, he told 
the American Association of Plastic Surgeons. 


Polio Antibodies 


(Society of American Bacteriologists, New York, May 8- 
12.) ANTIBopIEs against all three types of polio virus 
which cause human paralysis are often detectable in 
the bloodstream of cows. Their source still is not 
explained. They may have been produced in response 
to exposure to polio virus, or to some other virus 
which stimulates similar antibodies, or perhaps the 
antibodies are simply widely distributed in nature. 
There is no evidence that poliomyelitis is transmitted 
through cow’s milk. No virus could be found in minute 
examination of cow tissue. Polio antibodies were not 
detected in either dogs or cats, thus excusing those 
pets of suspicion as a reservoir of polio virus.—Drs. 
PasQuateE BarTett and Morton Temple Uni- 


versity, Philadelphia. 


Dengue Fever Vaccine 


(Ibid.) A vaccine which promises to immunize hu- 
mans against type 2 dengue fever has been developed 
in the laboratory. It employes a virus adapted to mice, 
chick embryos and tissue cultures. A vaccine effective 
against type 1 dengue was developed during World 
War II.—Dnrs. R. W. Scuetesincer, I. Gorpon, J. W. 
Winter, J. W. Franken, P. R. Patrerson and W. R. 
Dorrance, Public Health Research Institute, City of New 
York, and N.Y. State Health Department, Albany, N.Y. 


Infantile Diarrhea 


(Ibid.) Conrmmatory evidence is being found that 
certain serologic types of E. coli may cause diarrheal 
disease in infants. One outbreak in a hospital was 
traced to E. coli 0-127, B8. Antibiotics like neomycin 
are effective against it, but it is necessary to treat all 
babies in the nursery in order to eliminate asympto- 
matic carriers capable of transmitting the organism to 
newcomers, with resultant flare-ups of the epidemic 
later.—Drs. Cyrm S. Srutperc and ZUELZER, 
Child Research Center, Detroit. 
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Melanomas of the Head and Neck 


In a Discussion of the results of treatment of melano- 
mas of the head and neck at Memorial Hospital, Catlin 
has stated that prompt and complete local removal 
seems the only hope for improved results at the present 
time. Reporting a series of 106 cases, the author stated 
that if regional metastases were not present, the cure 
rate of local removal approximated 100 per cent. If re- 
gional metastasis was evident at any time during the 
course of the disease, the cure rate fell to 10 per cent 
regardless of the extent of surgery. 

Contrary to some other opinions, the author indi- 
cated that all degrees of malignancy occur in melano- 
mas, some remaining localized for years. Also contrary 
to other opinions, the author felt that trauma does not 
appear to be a factor in the development of a melanoma 
from a previously existing benign nevus. Growth and 
malignant change in the tumor frequently preceded the 
history of injury. The size of the primary melanoma 
had little effect upon the five-year survival rate, and 
although melanomas were somewhat less malignant in 
women than in men, the difference was not impressive. 

In accordance with previous observations, a study of 
this series indicated that inadequate removal of the pri- 
mary melanoma reduces the chance of cure. Melano- 
mas do not occur before puberty except in rare in- 
stances, and such lesions of the mucous membranes 
(mouth and rectum) are uniformly lethal. 

In summary, the policy at Memorial Hospital has 
been to excise adequately the primary melanoma with- 
out sacrificing an excessive amount of adjacent tissue. 
Dissection of the regional lymphatics has been made 
only when metastases are present or suspected, or when 
excision of the melanoma requires surgical entry into 
the area of lymphatic drainage. Radiation therapy alone 
has been useless for the cure of these lesions. 

‘The results in this series of cases indicated that the 
presnosis depends principally upon the absence or 
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presence of metastases at the time of initial treatment. 
The five-year cure rate was 36 per cent, comparing 
favorably with several more common forms of head and 


neck cancer. (Ann. Surg. 140:796, 1954.) 


Experimental Frostbite 


In AN ATTEMPT to clarify the effect of various factors 
upon the treatment of frostbite, Arena and Blain have 
carried out experiments in rabbits and recorded their 
results. Previous investigators have reported variously 
that rapid thawing is of therapeutic value, is of no value, 
or is detrimental. The authors stated that results in 
previous experiments have been variable often because 
the mass of tissue treated has been disregarded, and 
the critical point of time-temperature relationship has 
not been observed. They stated that, in clinical cases 
such as those occurring in army personnel in Korea, 
true freezing often could not be differentiated accu- 
rately from immersion foot. Actual freezing is not nec- 
essary for cold injury to occur. 

In the experiments that were performed, actual freez- 
ing in the absence of wetting agents was produced. Un- 
der the conditions of their experiments, in which 30 
rabbits with acute, severe frostbite were treated, the 
authors concluded that thorough rapid warming of 
frostbitten areas was of no value in preventing loss of 
tissue as compared to tissue loss in control animals 
warmed at room temperature. In fact, with rapid warm- 
ing, the lesion appeared to be made more severe, the 
edema more marked and the pain more severe. 

It was concluded that rapid thawing, sympathetic 
blocks and anticoagulants are of no value in the acute 
stage of severe experimental frostbite. This is not sur- 
prising when it is recalled that the effects upon lymph 
flow and vascular clotting produced by heat and cold 
are similar, and one would not expect anticoagulants, 
rapid cooling or sympathetic blocks to be of much use 
in the treatment of burns. (Surgery, 37:175, 1955.) 
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Indications for Pulmonary Resection 


Removat of all or part of a lung may be indicated for 
conditions in which the lung tissue is so seriously dis- 
eased by tumor, infection or vascular damage that its 
retention will interfere with the well-being of the pa- 
tient or will cause his death, according to a recent arti- 
cle by Naclerio. Such conditions include primary and 
metastatic neoplasms, lipoid pneumonia, fungous infec- 
tions, vascular lesions and traumatic injuries. 

In malignant tumors of the lung, resection of the en- 
tire lung with the mediastinal lymph nodes corresponds 
to the basic principle of treatment employed in gastric, 
colonic and breast lesions of a similar nature. In rare 
peripheral tumors, lobectomy alone may be sufficient, 
and lobectomy is the treatment of choice in patients 
having low respiratory reserve or a poor cardiovascu- 
lar system. 

When the diagnosis of a pulmonary lesion is in 
doubt, segmental resection or lobectomy may be nec- 
essary to establish the microscopic diagnosis, since 
small pieces of tissue may not be representative. Non- 
malignant growths, including hamartoma, fibroma, 
chondroma, lipoma and others, may not be distinguish- 
able from intrathoracic malignant tumors. For them 
lobectomy is the treatment of choice. 

Surgical removal of a solitary lung metastasis is indi- 
cated under certain conditions, providing the primary 
malignancy has been removed and the solitary metas- 
tasis is the only evidence of spread of the disease. 

Pulmonary paraffinoma may mimic lung cancer even 
on frozen section examination. Local resection may be 
necessary to establish its identity. 

Two or more lobes, a bronchopulmonary segment 
or a number of segments may be involved in bronchi- 
ectasis. Surgical removal of the affected part is the 
treatment of choice, and in properly selected cases is 
curative. 

Lobectomy also accounts to a large extent for the 
improvement in treatment of lung abscess since, by its 
prompt application, satisfactory results usually are ob- 
tained. Lobectomy is indicated when the abscess is 
chronic, when multiple cavities exist in one or more 
lobes, when there is persistent disease following drain- 
age operations, when a bronchogenic neoplasm is sus- 
pected, if foreign body is present or when the condi- 
tion is found in children. Lobectomy is also of value in 
the treatment of chronic pneumonitis. 

The indications for pulmonary resection in tubercu- 
losis include bronchial stenosis, destroyed lung or lobe, 
tuberculous bronchiectasis, tuberculoma, thoracoplasty 
failure, uncontrollable lower lobe disease and thick- 
walled cavities. 

The authors stated that serious cardiac disease, bor- 
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derline ventilatory function, advanced age or a co:abi- 
nation of factors which form the so-called poor survical 
risk may preclude intervention for any of these indi- 


cations. (Am. J. Surg., 89:16, 1955.) 


Pleural Effusion 


LEUALLEN AND Carr reviewed 436 cases of pleural effu- 
sion observed at the Mayo Clinic during the period 
1950-52. A malignant neoplasm was responsible in 
about half the cases, while congestive heart failure 
caused 10 per cent and infections 8 per cent. Miscella- 
neous conditions accounted for about 12 per cent, and 
the cause could not be determined in 17 per cent. 

Carcinoma of the bronchus accounted for almost half 
of the cases in the neoplastic group. Carcinoma of the 
breast was responsible for almost a fourth, and lympho- 
mas for about an eighth. Malignant cells were found 
in the pleural fluid in about half the cases of carcinoma 
of the bronchus or carcinoma of the breast. In 13 per 
cent of pleural effusions due to lymphoma or leukemia, 
malignant cells were found. The presence of blood in 
the fluid did not affect the frequency with which ma- 
lignant cells were detected. The authors stressed that 
repeated examinations should be made for malignant 
cells whenever a presumptive diagnosis of a malignant 
lesion cannot be proved by simpler examinations. 

In examination of pleural fluid for tubercle bacilli, 
cultural techniques were found to be as accurate as 
guinea pig inoculation. 

Although the specific gravity of pleural fluid is gen- 
erally considered to be of value in differentiating a 
transudate (congestive heart failure) from an exudate 
(neoplastic disease or an infectious process), the au- 
thors found a good deal of overlapping. Thus, 28 per 
cent of the fluids caused by congestive heart failure 
had a specific gravity of 1.016 or more, and 27 per 
cent of those due to neoplasm and tuberculosis had 
a specific gravity of less than 1.016. 

On the other hand, the protein content of the fluid 
was more accurate than the specific gravity in distin- 
guishing a transudate from an exudate. Of 30 fluids 
resulting from either neoplasm or tuberculosis, 29 had 
more than 3.0 Gm. of protein per 100 cc. of fluid, 
while of eight fluids due to congestive heart failure, 
only two had more than 3.0 Gm. of protein per 100 ce. 
of fluid. Total leukocyte and differential counts were 
carried out on many of the fluids but were of no value 
in demonstrating the cause of the fluid. 

Age and sex of the patient had little relation to the 
diagnosis. Twenty-four per cent of the patients with 
fluid due to carcinoma of the bronchus were less than 
50 years of age, and 46 per cent of those with tuber- 
culosis were 50 years of age or older. 
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The presence or absence of blood was of little value 
in indicating the cause of the fluid. Only 62 per cent 
of the bloody fluids were due to a neoplasm, the others 
being caused by congestive heart failure, tuberculosis 
and other conditions. In comparison, 45 per cent of 
the nonbloody fluids were due to neoplasms. (New 
England J. Med., 252:79, 1955.) 


Biliary Tract Disease 


IN THEIR REVIEW of the diagnosis and management of 
biliary tract disease, Zollinger, Boles and Crawford 
reminded that the initial pain of a classic gallbladder 
attack is high in the epigastrium. This makes for con- 
fusion with a coronary attack, especially when splint- 
ing of the diaphragm produces some shortness of 
breath. Right-upper-quadrant pain may never appear 
unless the gallbladder is acutely distended and close 
to the overlying peritoneum. 

During the acute attack or in the presence of jaun- 
dice, the cholecystogram is of little value. However, a 
scout film of the abdomen may demonstrate gallstones. 
Otherwise in regard to cholecystography, the physi- 
cian should have definite criteria for interpretation. 
Thus, a diagnosis of gallbladder disease is justified 
(1) when stones are demonstrated or (2) when the gall- 
bladder is not visualized on the second attempt at 
cholecystography. Zollinger’s group accepts the teach- 
ing that all other criteria are inadequate, including 
nonvisualization with a single examination, poor fill- 
ing, delayed emptying and unusual size and shape of 
the gallbladder. 

In considering “‘silent” gallstones, the authors ad- 
vocated cholecystectomy if the patient (1) has had a 
duodenal ulcer or one or more attacks of pancreatitis, 
(2) has symptoms of recurrent cardiac origin or (3) 
is under 50 years of age. 

The management of acute cholecystitis begins with 
immediate hospitalization and initiation of supportive 


and taking full diet — 
usually 3 te 7 days after admission to hospital. 
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therapy. The clinical course is closely observed during 
the period of hydration and other conservative thera- 
py- The outcome and future treatment are shown in 
the diagram below. 

It may be anticipated that calculi will be found in 
the common bile duct in 20 per cent of patients having 
cholelithiasis. These may be asymptomatic, may pro- 
duce jaundice or may provoke pancreatitis. Aside from 
Jaundice, indications for exploration of the common 
duct include (1) enlargement of the common duct and 
cystic duct, (2) small stones in the gallbladder, (3) 
past or recent pancreatitis, (4) secondary operations on 
the biliary tract. (New England J. Med., 252:203, 
1955.) 


Nodular Goiter and Cancer 


FROM DATA OBTAINED at the Henry Ford Hospital in 
Detroit, Miller presents another rebuttal of the notion 
that carcinoma commonly develops in connection with 
nodular goiter. This author’s results, like those of Crile 
and of Sokal, indicate that high rates of prevalence for 
cancer in some surgical clinics are a result of selectivity. 

In an endemic goiter area like Detroit, Miller finds 
that if all nodular goiters were removed, one might 
expect that two to four in every 1,000 would contain a 
cancer. Moreover, this would entail operating on 
three of every 100 new patients registered in the hospi- 
tal clinic. (New England J. Med., 252:247, 1955.) 


Enuresis in Girls 


ABERNATHY and Tomlin have reported a series of 19 
cases of enuresis in female children ranging in ages 
from 3% to 10 years. Of these patients, 17 had no 
developmental defect to explain their symptoms, but 
endoscopic examinations revealed pathological find- 
ings worthy of treatment. Fifteen of the children were 
completely relieved of their enuresis and recurrent in- 
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fections, and four were definitely improved as the re- 
sult of treatment. 

Excretory urograms and panendoscopic examina- 
tion were performed in all cases if compatible with the 
state of any infection present. Chronic pyelonephritic 
damage to one kidney was demonstrated in two chil- 
dren, but bilateral renal damage in none. One child 
had a spastic bladder neck secondary to spina bifida. 
In another, obstruction was due to scar tissue follow- 
ing the removal of a urethral diverticulum. There were 
urethral strictures requiring dilatation in 15 of the 
patients. 

Treatment consisted in eradication of infection by 
means of antibiotic therapy followed by a series of ure- 
thral dilatations at intervals of one to three weeks. In 
all but one instance, these were carried out without 
anesthesia. Bladder dilatations were performed in four 
children. 

Of the 19 cases treated, 15 were completely relieved. 
Three had marked improvement (changed from night- 
ly to weekly or bimonthly enuresis), and one was cured 
of her diurnal enuresis but continued to have noctur- 
nal enuresis. (J.Urol., 72:1163, 1954.) 


Treatment of External Otitis 


Loza TREATED 57 patients with external otitis using a 
combination of neomycin and hydrocortisone applied 
topically either as a suspension or in ointment form. 
The response to this type of treatment was dramatic. 
Patients noted relief from itching almost immediately, 
with diminution of pain and edema of the external 
auditory canal and lessening of the discharge within 
12 to 24 hours. In most cases there was complete sub- 
sidence of all symptoms in five to seven days. Rarely 
was it necessary to continue therapy for more than 
seven days. 

In about one-half of the cases, mild recurrences de- 
veloped in two to six weeks, but there was an immedi- 
ate response to a second course of the treatment. 

The therapy appeared to be a valuable addition to 
the treatment of external otitis. The combination of 
drugs has an anti-inflammatory, antibacterial action, 
- and there is little or no tendency to produce allergic 
skin sensitivity. (Cleveland Clin. Quart., 22:10, 1955.) 


Tripelennamine in Urologic Procedures 


ANTIHISTAMINIC compounds have a potent local anes- 
thetic action. Shetdan and Belanger used a 2 per cent 
tripelennamine solution in various urologic procedures 
in 276 examinations made on 266 patients ranging in 
age from 14 to 84 years. 

Fifteen cc. of a sterile stock solution was instilled 
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five minutes before introduction of the cystoscope. 
The anesthetic had a good effect in 58 per cent of the 
patients and a fair action in 30 per cent. The only side 
effect observed (occasional slight burning on instilla- 
tion of the solution) disappeared as the anesthesia 
deepened. The anesthetic action lasted from 40 to 66 
minutes, permitting ample time for examination. (New 


England J. Med., 252:141, 1955.) 


Aortic Stenosis 


BERGERON and his associates reviewed the clinical and 
autopsy records of 100 cases of pure aortic stenosis. 
The youngest patients were in the fifth decade while 
the mean age for the group was 68.9 years. Men out- 
numbered women three to one. In 56 per cent of the 
cases, there was a rheumatic background. The chief 
complaint at the last hospitalization was related to 
heart failure in 67 per cent of the patients. 

Thirty-two patients complained of chest pain that 
was considered to be of cardiac origin. In 17 of these 
a clinical diagnosis of angina pectoris was made, while 
in the remaining 15 patients, there was “atypical an- 
gina pectoris.” It is interesting that in 76 per cent of 
the patients in whom a clinical diagnosis of angina 
pectoris had been made, autopsy revealed marked coro- 
nary atherosclerosis with or without occlusion of a ma- 
jor vessel, whereas only 27 per cent with “atypical 
angina pectoris” showed coronary atherosclerosis, and 
in none of these could coronary occlusion be demon- 
strated. Of 58 patients without cardiac pain, 32 (35 
per cent) showed coronary atherosclerosis. Of the 32 
patients with cardiac pain, seven showed no evidence 
of coronary atherosclerosis. Thus, it is confirmed that 
aortic stenosis may be associated with angina pectoris 
in the absence of significant coronary atherosclerosis. 

Dizziness was a symptom in one-quarter of the group, 
and syncope was reported in one-eighth. 

Forty-three of the patients did not have a systolic 
murmur at the base. In 29 of these a harsh systolic 
murmur, loudest at the apex or heard exclusively at 
the apex, was the only physical sign of aortic stenosis. 
Even in the presence of severe aortic stenosis, the aortic 
second sound frequently was normal. 

The diastolic pressure not infrequently was low and 
was associated with a wide pulse pressure. Blood pres- 
sure and pulse pressure were of limited value in assess- 


ing the degree of stenosis, but a narrow pulse pressure 


indicated moderate to severe stenosis. 

While asymptomatic aortic stenosis did not always 
interfere with a normal life span, once the disease be- 
came symptomatic the prognosis was unfavorable. Life 
expectancy was appreciably shortened by coexistence 
of any two of the following: cardiac pain, syncope, 
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auricular fibrillation, congestive heart failure. As a mat- 
ter of fact, when congestive heart failure or auricular 
fbrillation was accompanied by cardiac pain or syn- 
cope, death followed within weeks to months. Sudden 
death occurred in 24 patients. 

The authors concluded that aortic stenosis, even 
when severe, may be accompanied by few if any of the 
cassic signs. Assessment of the degree of aortic ste- 
nosis by the usual clinical criteria is difficult. (Arch. Int. 
Med., 94:911, 1954.) 


fEnema Hazard in Hirschsprung’s Disease 


SEVERE REACTIONS and deaths have occurred not infre- 
quently in patients with Hirschsprung’s disease during 
or immediately following administration of an enema. 
Steinbach and his coworkers collected four cases of 
megacolon in which there was sudden death from un- 
known cause, and one case in which a shock-like state 
followed an enema, but the child recovered. 

The mechanism by which this is brought about has 
not been adequately explained. There is evidence to 
suggest the possibility of water intoxication due to 
rapid absorption of water from the colon. Megacolons 
have a much larger absorptive surface than normal 
colons, and multiple superficial ulcerations of the mu- 
cosa are frequently present, both factors adding to the 
rate of absorption. The possibility must also be con- 
sidered that some or all of these reactions are a result 
of mechanical distention of the colon. It is well known 
that reflex inhibition of the heart can be induced by 
appropriate stimuli to the afferent nerves. 

The authors recommend isotonic saline solution for 
enema studies in patients in whom Hirschsprung’s 
disease is suspected. They also recommend that the 
smallest amount of solution necessary be introduced 
under low pressure, and that as much as possible of 
the fluid be recovered after the procedure has been 
completed. (Radiology, 64:45, 1955.) 


Treatment of Viral Hepatitis 


CAMPBELL AND Prurtt assayed the effect of vitamin By» 
and folic acid on the course of viral hepatitis. Use of 
these drugs was based on the knowledge that they are 
important in nucleic acid synthesis and exert a pro- 
tective action in liver damage. 

Two groups of 44 patients each were treated identi- 
cally except that one group received 30 micrograms of 
vitamin By by intramuscular injection every other day 
for the first ten days of hospitalization and 5 mg. of 
folic acid three times daily for the first ten days. The 


patients in the two groups were comparable with re- 
gard to race, age, habits with alcohol, duration of 
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jaundice prior to hospitalization, severity of jaundice 
and symptoms (except for a higher prevalence of 
anorexia in the treatment group). 

The course of the illness was closely followed in both 
groups, and comparisons were made on the basis of 
return of appetite, disappearance of jaundice, return 
of BSP test to normal, and over-all length of illness. 
Some of the data are represented in the diagram shown 
above. In patients having moderately severe and severe 
hepatitis, the total duration of illness was 10 to 17 days 
shorter in the treatment group than in the control group. 
(Am. J. M. Sc., 229:8, 1955). 


A Sign of Adolescence 


COLORED STRIAE are seen in obesity, pregnancy and 
following stimulation by exogenous or endogenous 
pituitary and adrenal cortical hormones. They are also 
common in adolescent children, especially obese girls. 
This incidence has suggested the explanation of a 
mechanical factor based on rapid growth, or fat depo- 
sition. Thus the resilient skin and subcutaneous tissues 
could be rapidly tensed beyond their elastic limits. 
This is the reason they are called “stretch marks.” 
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To investigate the problem of striae in adolescence, 
Sisson has studied 190 healthy children between the 
ages of 10 and 16 years. Striae were observed in about 
35 per cent. Typically, the color is pink to red or 
purple, becoming white after months or years. The 
gluteal region, thighs, breasts and suprapubic areas 
are most often involved. They are bilateral and sym- 
metric. 

As in previous studies, the highest incidence was in 
obese, adolescent girls, but the change was not un- 
common in thin children, boys especially. There was 
. a better correlation between striae and the usual signs 
of puberty, than between striae and obesity. Striations 
were most common with acne. They often preceded 
other signs of puberty. 

Sisson has presented evidence that striae in adoles- 
cence are associated with steroid activity. (J. Pediat., 
45 :520, 1954.) 


Antibiotics and H. Influenzae 


THE DEVELOPMENT of antibiotic-resistant bacteria con- 
tinues to make inroads on our original enthusiasm for 
the “miracle drugs.” An awareness of the insidious- 
ness with which resistance develops has stimulated 
investigators to maintain a stringent vigil for new 
strains of organisms. 

In 1949, a number of strains of Hemophilus influenzae 
were tested for in vitro sensitivity to several antibiotics 
and sulfonamides. In that study, and in others, inhi- 
bition of most strains occurred at a similar concentra- 
tion of all the antibiotics tested except bacitracin which 
was inactive. Resistance developed in vitro to penicillin 
and streptomycin. Since 1949, antibiotics have been 
used a great deal, and one might predict the emergence 
of resistant strains. It was to test this prediction that 
Love and Finland instituted their study. At the same 
time they undertook to evaluate the effectiveness of the 
newer antibiotics against the recently isolated strains. 

Streptomycin-resistant H. influenzae has been en- 
countered clinically, and would be expected in this 
study. However, such resistance was not demonstrated 
in vitro. The recently isolated strains were slightly 
more sensitive to penicillin in this study than in the 
1949 study. There appeared to be a slight increase in 
resistance to the other antibiotics, though the sig- 
nificance of this observation is equivocal. Carbomycin 
and bacitracin were least effective. 

In vitro studies, coupled with consideration of tissue 
and cerebrospinal fluid penetration, indicate that peni- 
cillin and chloramphenicol are the most effective agents 
against H. influenzae. Tetracycline, which is well 
tolerated and reaches high levels in blood and in cere- 
brospinal fluid, should be more useful than chlortetra- 
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cycline and oxytetracycline—both of which ure ef. 
fective. 

Hemophilus influenzae has not acquired the te. 
sistance that other pathogens have. (J. Pediat., 45:53], 
1954.) 


Triopathy of Diabetes 


AccorpiNnG to Root, Pote and Frehner, when diabetes 
begins early in life, a triad is being recognized with 
increasing frequency ; namely, the sequence in the same 
patient of neuropathy, retinopathy and nephropathy. 
They observed this syndrome in 155 cases. The ma- 
jority of patients had had diabetes for well over ten 
years. An outstanding feature was the frequency of the 
triad in the more severe type of diabetes that has its 
onset early in life and in which diabetic control has 
been least exact. 

In no case in the group could it be said that the 
patient had well-controlled diabetes. Until more exact 
information regarding the basic biologic defects caus- 
ing these sequelae is available, early and continuous 
attempts at control of diabetes by clinical methods are 
necessary if the lesions of the triopathy are to be pre- 
vented or postponed. (Arch. Int. Med., 94:931, 1954.) 


Gamma Globulin for Hepatitis 


ASHLEY STUDIED an epidemic of infectious hepatitis in 
a mental institution having a capacity of 1,507 patients. 
During a period of six months, there were 157 cases. 
Following the prophylactic use of gamma globulin, 
there was a tenfold reduction in the attack rate. Other 
patients had mild digestive disturbances not accom- 
panied by jaundice. These cases also decreased dra- 
matically after mass inoculation had been completed. 
The authors’ epidemiological survey indicated that the 
most important mode of infection was the fecal-oral. 
(New England J. Med., 252:88, 1955.) 


Infant Feeding 


LaPIN’s MANNER is droll, but searching when he records 
his observations on infant feeding. He tells us that the 
demand” concept of feeding has gotten out of hand. 
Instead of individualization, it sometimes leads to over- 
feeding, lack of discipline and utter chaos for the rest 
of the family. 

The convenience of the ready-made formula to which 
only water needs be added, is tempered by its rigidity 
of composition. Also there is a tendency to give higher 
concentrations than are recommended, and so ove! 
feed. 


Trial-and-error is the keystone of management of the 
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colicky baby. Colic is not an indication to change a 
good formula, though it may mean that changes in 
feeding technique are needed. 

The practice of gradually increasing the calories in 
the diet has been replaced by jumping the diet to pre- 
arranged amounts at predetermined times. The change 
is considered an unwise one. 

There is some evidence that solids, when taken too 
early may provoke allergic reactions, or if starchy, 
celiac disease. Amylase is first demonstrable at three 
months of age, and starchy solids should probably not 
be offered sooner than this. 

Ordinarily we think of cystic fibrosis, infantile stea- 
torrhea, or celiac disease in association with diarrhea. 
This, Lapin says, “‘just ain’t so.” The diagnosis rests on 
a change in the composition of the stool, and these 
changes can be easily demonstrated in the office. If a 
diagnosis of celiac disease is made, excessive starch is 
often found in the stools of siblings, and they too 
should be treated. (J. Pediat., 45:583, 1954.) 


Hodgkin’s Disease 


Heaty, Amory and Friedman reviewed 216 cases of 
Hodgkin’s disease treated at Walter Reed Army Hos- 
pital from 1938 through 1948. In 74 per cent of the 
patients, the first sign of the disease was enlargement 
of the lymph nodes in the cervical chain. Most of these 
nodes were found in the inferior region of the cervical 
lymphatics. In 6 per cent of the cases, the axilla was 
the site of initial adenopathy and, in an additional 6 
per cent, the mediastinum first showed the enlarged 
lymph nodes. 

The authors suggested that cases listed as showing 
initial adenopathy in the mediastinum or axilla really 
may have had earlier disease in the cervical lymph 
nodes that was unnoticed or ignored by the patient 
and underwent spontaneous regression. 

Regression of adenopathy spontaneously or during 
antibiotic therapy is frequently misleading. Periodic 
examinations will usually reveal the regression to be 
partial, and enlargement of the same nodes or adjacent 
lymphatics will reappear. 

Another potential pitfall is the histopathologic diag- 
nosis of lymphadenitis or reactive hyperplasia. When 
that diagnosis is obtained, the physician should re- 
examine the patient for adenopathy every three months. 

The diagnosis can be made only by an excision 
biopsy of a diseased lymph node. Any lymph node, 
especially in the cervical chain, that remains enlarged 
for three weeks or longer should be excised for histo- 
logic study except in the presence of a regional inflam- 
matory lesion. In the latter event, biopsy is deferred 
for later consideration. 
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The primary treatment should be aggressive x-ray 
irradiation. When there is clinical evidence of organ 
involvement in addition to multiple lymph node 
groups, the prognosis becomes very grave. 

Even though the surgeon feels that he has removed 
all of the tumor in an early case, it is advised that the 
regional tissues and lymphatics be given postoperative 
x-ray therapy. For large, deep-seated tumors in the 
thorax or abdomen, supervoltage x-rays are decidedly 
helpful. They reduce the total number of treatments 
required and can deliver the necessary large tumor 
doses with a minimal skin reaction. 

The five-year survival rate for the cases reported was 
37 per cent. (Radiology, 64:51, 1955.) 


Esophageal Diverticula 


IN AN EXPERIENCE with 33 consecutive patients with 
esophageal diverticulum, Palmer found that the lesion 
accounted for symptoms in only nine patients and re- 
quired surgical treatment in only four (see accompany- 
ing diagram). Surgical treatment was used in two 
patients having pulmonary disease that was ascribed 
to spillage of contents from a midthoracic diverticulum 
into the respiratory passages, and in both patients 
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having an epiphrenic diverticulum because the lesion 
was thought to account for nutritional deficiencies. 
On the other hand, in 12 of the 24 patients having 
an asymptomatic diverticulum, the lesions had particu- 
lar clinical importance because they greatly interfered 
with the diagnosis and treatment of other diseases. For 
example, in instances of hematemesis, diverticula 
sometimes interfered with intubation of the esophagus, 
esophagoscopy, or gastroscopy, when these procedures 
would have been important in diagnosis and treatment. 


(Am. J.M.Sc., 229:16, 1955.) 


Irradiation for Carotid Sinus Syndrome 


Greetey, Smedal and Most used x-rays as the only 
therapy for cases of carotid sinus syndrome observed 
at the Lahey Clinic. The total dose to the affected sinus 
area was 500 r if unilateral, and 400 r if bilateral. Com- 
plete remission occurred in 58 per cent. In an addi- 
tional 12 per cent there was moderate improvement 
(considerable reduction in number of attacks). The pa- 
tient’s subjective testimony coincided closely with ob- 
jective testing of carotid sinus sensitivity. 

There were no complications as a result of treat- 
ment. The authors noted that this treatment had the 
following advantages: it was harmless; it afforded quick 
relief; it was inexpensive and it was successful with all 
types of carotid sinus syndrome, whether vagal de- 
pressor, cerebral or mixed. (New England J. Med., 
252:91, 1955.) 


Carbonated Fluids in Urography 


Hore and Campoy emphasize that although intra- 
venous urography is an important diagnostic proce- 
dure in pediatric radiology, there are two factors that 
make this examination difficult: (1) the large amount 
of gas and feces in the gastrointestinal tract; (2) the 
low specific gravity of the urine in infants, preventing 
good concentration of the contrast medium. 

The authors’ attention was called to an article de- 
scribing the use of carbonated beverages as an aid in 
pediatric excretory urography. They have developed 
several improvements in the method. In the case of 
infants, their technique calls for dehydration for only 
one feeding. Older children receive nothing by mouth 
for approximately 12 hours before the examination. 
Then the preliminary film is taken and the contrast 
medium is administered intravenously. Regardless of 
the age of the child, he is now thirsty and may be 
screaming. The infants are immediately offered a bottle 
and the older children a glass of Pepsi-Cola. Almost 
without exception the screaming subsides at once, and 
the older children become more cooperative. The doctor 
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or technician must insist that the infant receive iwo 
ounces and the older child six to 12 ounces before the 
five-minute film is taken. Occasionally this is not possi- 
ble and the five-minute exposure has to be made, » {ter 
which the patient is given the rest of the carbonated 
beverage. Ten- and fifteen-minute films are then taken, 
developed immediately and viewed by the doctor even 
before they are completely fixed. If there is not suf- 
ficient gaseous distention of the stomach to push away 
all the overlying shadows from the kidneys, more 
Pepsi-Cola is given and another film is obtained as 
soon as possible. 

In the course of their experiments many carbonated 
beverages were tried but Pepsi-Cola is preferred. Many 
children do not like ginger ale, and while Coca-Cola 
works well, a bottle of Coca-Cola contains less fluid 
than one of Pepsi-Cola. In 200 urograms obtained 
with the aid of Pepsi-Cola in infants and children of 
all ages, there were only ten failures (5 per cent). 


(Radiology, 64:66, 1955.) 


Recurrence of Mitral Stenosis 


In cases of mitral stenosis treated by commissurotomy, 
it remains to be discovered whether or not restenosis 
will occur. Glover and coworkers have presented a five- 
year interim report that bears on the question. 

At the start, the authors emphasized that recurrence 
of stenosis must be differentiated from persistence of 
stenosis due to inadequate surgical treatment. They 
expressed the belief that some cases reported as resteno- 
sis actually represented inadequate commissurotomy. 

Among their own 600 patients who have had com- 
missurotomy, Glover’s group failed to discover evidence 
that restenosis occurs, providing commissurotomy had 
been properly performed. (Circulation, 11:14, 1955.) 


Acute Aortic Insufficiency 


IN THE OPINION of Leonard, Harvey and Hufnagel, the 
sudden development of free aortic insufficiency is an 
indication for prompt surgical treatment in the form of 
insertion of an artificial aortic valve. They support this 
view by reporting the favorable effect of that treatment 
in a young man whose aortic valve was ruptured by 
trauma. Formerly, such cases have almost always had 
a rapidly fatal course. 

Acute severe aortic insufficiency results from three 
principal causes: (1) trauma or strain; (2) eversion of 
the right anterior aortic valve cusp in the course of 
syphilitic heart disease; (3) rupture or perforation 
of the valve during bacterial endocarditis. Regardless 
of cause. the course of the valvular defect is likely to 
include: 
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CLINICAL COURSE OF PATIENT HAVING BACTERIAL ENDOCARDITIS 


THAT CAUSES RUPTURE OF AORTIC VALVE CUSP. 


2nd Week 


Ist Week 3rd Week 4th Week 5th Week 6th Week 
Temp. 
104 


Pulse 
100 \ 
80 ; 
B.P. 130/,9 1204. NO» 100 
mo Positive Negative Negative Negative Negative Negative 
Dx Bact. Ac. Pulm. Persistent L.V. 
Endocard. Edema Failure § Death 
Antibiotic Musical 
Started Aortic 
Murmur 
Digitalis 
Started 


1. Sudden pain at onset of valve rupture 

2. Awareness by patient of a noise in chest 

3. Musical quality to the aortic murmur 

4. Diastolic pressure zero or very low 

5. Irreversible left ventricular failure 

In particular, the authors cite the danger of bacterial 
endocarditis superimposed on rheumatic heart disease 
in which aortic insufficiency is initially minimal. The 
course may be as shown in the accompanying illustra- 
tion—a bacteriologic cure followed by rapid deteriora- 
tion due to progressive heart failure. (New England 
J. Med., 252:208, 1955.) 


Acute Iron Poisoning 


IN }\PERIMENTAL STUDIES of acute poisoning with fer- 
rous sulfate or similar compounds, Reissmann and as- 
socites found that death was attributable to absorption 
of «\cessive amounts of iron through the anatomically 
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intact intestinal mucosa. There was no evidence of a 
necrotizing effect of the iron salts on the gastrointesti- 
nal tract. However, some bleeding resulted from severe 
capillary engorgement. 

The mechanism for death in iron poisoning was 
traced to profound metabolic acidosis. Increased capil- 
lary permeability and capillary congestion accounted 
for a reduction in plasma volume (hemoconcentration) 
which contributed to final collapse. (Blood, 10:46, 1955.) 


Control of Gout 


BARTELS LIKENS the use of probenecid (Benemid) for 
gout to the use of insulin for diabetes—a means for 
control of the disease. Probenecid acts by reducing 
reabsorption of urates in the renal tubules. The re- 
sultant increase in urate excretion lowers the level of 
serum uric acid and, theoretically, may mobilize excess 
urate stores. 
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The author prescribes the drug initially in a divided 
daily dose of 1 to 2 Gm. By trial and error, depending 
on monthly determinations of the serum uric acid level, 
the maintenance dose of probenecid eventually is as- 
certained. 

During the first six to nine months of therapy, acute 
attacks of gout are common. These require treatment 
with colchicine in the usual way. It is unusual for the 
ultimate response to probenecid not to be satisfactory. 
In about 5 per cent of cases, there may be undesirable 
side effects that force withdrawal of the drug. (Ann. 
Int. Med., 42:1, 1955.) 


Obliterative Arterial Disease 


PRATT HAS REPORTED on the effects of lumbar sympa- 
thectomy in 309 instances of occlusive vascular disease. 
In general, two criteria were considered: Did the pa- 
tient die or did he lose his limb after sympathectomy ? 

There were nine postoperative deaths (3 per cent), 
but the operation seemed not to have been a contrib- 
uting factor. The over-all amputation rate was 20 per 
cent. Ina number of instances, sympathectomy seemed 
to make possible some conservation of tissue when 
amputation became necessary. 

The prognosis for salvage of an ischemic limb was 
worse whenever one-or more of three symptoms were 
present—gangrene, pain at rest, ulceration. 

The author advocates sympathectomy liberally— 
doubts that it ever worsens the ischemia. When gan- 
grene occurs after sympathectomy, it is his feeling 
that the disease was already irreversible, or operative 
trauma caused an arterial occlusion. (Surg., Gynec. & 


Obst., 100 :43, 1955.) 


Basilar Artery Syndrome 


MILLIKAN AND SreEKERT describe a syndrome of “‘inter- 
mittent insufficiency of the basilar artery” —important 
to recognize because anticoagulant therapy may put an 
end to attacks that otherwise eventuate in devastating 
cerebral ischemia. The authors commented that the 
episodes of this syndrome have been ascribed by some 
to cerebral vasospasm. They expressed doubt of this 
pathogenesis—thought rather that arteriosclerotic nar- 
rowing of the basilar artery system is the usual cause. 
The basilar artery system supplies blood to the 
brain stem and through the posterior cerebral arteries 
to the occipital lobes. “Intermittent insufficiency” of 
this system was characterized by a wide variety of 
neurologic symptoms and signs—none pathognomonic 
in itself. The authors noted that diagnosis therefore 
depends chietly upon three factors. as follows: (1) the 
symptoms are sharply episodic: (2) observation of at- 


130 


tacks in which opposite sides of the body are invo': ed 
on different occasions ; (3) associated phenomena s ich 
as dimness of vision throughout the visual fields, « ys- 
arthria, dysphagia or vertigo. (Proc. Staff Meet. Mayo 
Clin., 30: 61, 1955.) 


Reactions to Angiocardiography 


ANGIOCARDIOGRAPHY has become a widely used diag- 
nostic technique during recent years. Eldridge and 
associates note that the procedure commonly is ac- 
companied by systemic nonfatal reactions of varying 
severity, including metallic taste, sensation of heat, 
headache, sweating, palpitation, weakness, nausea and 
vomiting, pallor or flushing, hypotension, electrocar- 
diographic abnormalities and neurologic disturbances. 
Locally the irritating qualities of the contrast sub- 
stances account for thrombophlebitis. Occasionally. the 
general reaction is violent and ends in death. 

The contrast media (Diodrast, Neo-lopax, Urokon) 
all contain large amounts of iodine and are quite hy- 
pertonic. They are more likely to provoke fatal reac- 
tions when used in larger doses, in younger patients 
and in patients with cyanosis. (New England J. Med., 
252: 259, 1955.) 


ACTH for Liver Failure 


SKLAR AND YOUNG re-evaluated the effects of ACTH in 
advanced portal cirrhosis. Of ten patients treated, five 
were in hepatic coma, three were in impending coma 
and two were mentally clear when treatment was started. 
All died of liver failure. There was no evidence that 
ACTH therapy had even a transitory beneficial effect. 

These disappointing results are similar to the expe- 
riences reported by most investigators who have tried 


ACTH for this purpose. (Am. J. M. Sc., 229:138, 1955.) 


Cerebral Symptoms in Cardiacs 


IN THE OPINION of Scheinker, a predisposition to throm- 
bosis in small cerebral veins may be another reason for 
prescribing anticoagulants routinely in cases of con- 
gestive heart failure. The author describes a group of 
cardiac patients in which such “cerebral vasothrom- 
bosis” accounted for hemorrhagic softening of areas of 
the brain. There were corresponding symptoms and 
signs of diffuse brain damage—confusion, delirium, 
stupor, sometimes hemiplegia or epileptic seizures, and 
occasionally cerebellar symptoms. 

Scheinker implies that cerebral venous thrombosis 
may explain a number of mental and neurologic aber- 
rations that are not infrequent in congestive heart 
failure. (Ann. Int. Med., 42:128, 1954.) 
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Amebic Abscess of Liver 


BREM COMMENTED that liver function tests had not been 
considered an important diagnostic aid in amebic ab- 
scess of the liver. However, in an experience with ten 
proved cases, he noted a rather consistent pattern, as 
follows: 


Tests Usually Normal Tests Usually Abnormal 


Cephalin flocculation Alkaline phosphatase 
Thymol turbidity Bromsul falein 


Icterus index 

Serum proteins 

The author stated that this pattern is unusual for 
other types of liver disease except metastatic carcinoma 
—seems related, therefore, to space-occupying lesions 
of the liver. He did not anticipate that the use of these 
tests will help in the identification of amebic hepatitis 
or small abscesses. However, he wrote, “The occur- 
rence of this pattern may be of considerable value . . . 
in differentiating the full-blown lesion from many other 
intra-abdominal or intrapleural diseases which produce 
similar and confusing clinical pictures.” (Adm. J. M. 
Sc., 229:135, 1955.) 


Pneumonia in Multiple Myeloma 


ZINNEMAN AND Hatt reviewed the records of 64 patients 
having multiple myeloma—found an extraordinary 
tendency to recurrent bouts of bacterial pneumonia. 
Responses to antibiotic therapy were usually good. 
However, there seemed to be a defect in the patients’ 
natural immune responses—specifically, a deficiency 
of antibody production. It was suggested that the 
greater the amount of abnormal serum globulins in the 
myeloma patient, the poorer the antibody production 
in response to infection. 

The authors noted that multiple myeloma patients, 
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in their susceptibility to bacterial infections, resemble 
the cases of agammaglobulinemia that have recently 
been reported. This seemed to offer additional support 
for the thought that the fault is with the quality of the 
myeloma patient’s serum globulins. (Ann. Int. Med., 


41:1152, 1954.) 


Treatment of Meningitis 


Hoyne Apvises that basic features of the management 
of meningitis should be “sense and simplicity.” He 
deprecates frequent lumbar punctures, particularly 
those used for “watching” the patient’s course. He 
contends that intrathecal treatment is not necessary and 
therefore should be regarded as contraindicated for 
any kind of meningitis. 

In Hoyne’s opinion, a lumbar puncture rarely needs 
to be done more than once in a patient having purulent 
meningitis. Even this single tap can be omitted if the 
causative organism has been identified from blood cul- 
ture or by smear of material obtained from a petechial 
skin lesion. Once the organism is known, the patient’s 
general responses to therapy are a satisfactory indica- 
tion of progress; repeated testing of the spinal fluid 
adds nothing. In the case of tuberculous meningitis, 
lumbar puncture sometimes has to be done repeatedly 
because of difficulty in detecting the organism. (Ann. 
Int. Med., 41:1164, 1954.) 


The Ballistocardiogram in Angina 


SMITH AND COWORKERS recorded electrocardiograms and 
ballistocardiograms in 20 cases of angina pectoris—15 
of them typical and five, atypical. Under the conditions 
of the study, the ballistocardiogram was superior to the 
electrocardiogram in evaluating angina pectoris. (See 
diagram below.) When the 20 cases were subdivided, 
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the ECG was normal at rest in 14 patients, borderline 
in six (i.e., could be considered suspicious of coronary 
heart disease) and positive after exercise in ten patients. 
The ballistocardiogram was considered diagnostic of 
coronary artery disease in all cases. (Am. Heart J., 49: 


344, 1955.) 


“Dry Tap” Bone Marrow Aspiration 


AS A DIAGNOSTIC METHOD, bone marrow aspiration is 
sometimes frustrating because a “dry tap”’ results. In 
skilled hands this is rarely due to faulty technique. A 
‘dry tap” also may be encountered in certain “‘pri- 
mary” diseases of the marrow, including osteosclerosis, 
myelofibrosis with myeloid metaplasia, pernicious 
anemia and acute leukemia. 

Weisberger evaluated the significance of a “dry tap” 
in 24 patients in whom “primary” diseases of the bone 
marrow were thought to have been excluded from 
consideration. The factor of faulty technique was 
eliminated by repeated efforts at aspiration at different 
sites. In each instance marrow specimens were obtained 
by surgical trephine of the sternum. The histologic 
findings were as follows: 


Lymphosarcoma. 


In the five cases in which the trephine specimen was 
not immediately diagnostic (diffuse fibrosis), the 
diagnoses eventually made by other methods were as 
follows: 


Acute monocytic leukemia. 2 


The phenomenon of the “‘dry tap” in these various 
conditions probably is best explained on the basis of 
the fact that the pathologic tissue of the marrow resists 
separation by the aspirating needle. Obviously, Weis- 
berger’s report implies that a “dry tap” itself has con- 
siderable diagnostic and prognostic significance. (Am. 


J. M. Sc., 229:63, 1955.) 


Treatment of Apoplexy 


AFTER SIX YEARS of testing the method, de Takats is 
convinced that cervical sympathetic block is worth 
trying in cases of cerebral apoplexy. In a personal ex- 
perience with 55 patients in whom the procedure was 
used on the side of the cerebral lesion, he found no 
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satisfactory method for deciding in advance which ;.a- 
tients might derive benefit. However, the odds in wny 
case seem to be about 50:50 for a worthwhile result. 
(Ann. Int. Med., 41:1196, 1954.) 


Tetracycline for Pneumonia 


In a stuDy oF 57 patients with pneumococcal pneu- 
monia, Frei and coworkers found that tetracycline in 
a dosage of 4 Gm. a day was as effective as penicillin in 
a dosage of 600,000 units a day. However, at this dos- 
age level, administration of tetracycline seemed to pro- 
voke frequent unfavorable side reactions—ausually nau- 
sea, vomiting and diarrhea. The diarrhea was associ- 
ated with a predominant growth of Staphylococcus 
aureus in the stools. (New England J. Med., 252: 173, 
1955.) 


Postprandial ECG Changes 


RocuHiin AND Epwarps call attention to the fact that 
the postprandial ECG is likely to yield a mistaken 
interpretation as coronary artery disease. Thus, in 
four patients, there were T-wave changes (flattening or 
inversion) in the bipolar or V4-V¢ leads. Initially these 
changes were thought to represent coronary artery 
insufficiency. On further study, the relationship of the 
changes to a high-carbohydrate meal was elucidated, 
and the stigma of heart disease was withdrawn. In- 
cidentally, the authors found that the postprandial T- 
wave changes could be prevented when potassium 
chloride was taken with the meal. They speculated that 
the changes may reflect redistribution of intracellular 
myocardial potassium, following the liberation of in- 
sulin. (Circulation, 10:843, 1954.) 


Dirt Eating 


GrorHacia—the eating of earth or clay—is widely prac- 
ticed by adults of many races and in nearly every coun- 
try on earth, according to Clayton and Goodman. The 
practice is quite common among Negro females of north 
and east Texas. Pregnant white women occasionally 
are known to eat dirt but do not have the habit so fre- 
quently as Negro women, while men of both races seem 
to eat dirt only rarely. 

The diagnosis of geophagia is suggested by the find- 
ing of unusually radiopaque colonic contents in a pa- 
tient who has not had roentgenographic contrast 
studies and who is not taking any medicine containing 
radiopaque ingredients. The recognition of geophagia 
may provide a clue to the patient’s difficulties for which 
the roentgenographic study of the abdomen was made. 


(Am. J. Roentgenol., 73:203, 1955.) 
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Congenital Cardiovascular Defects 
Q. What types of congenital heart defects are now being 


corrected by surgery? 


A. Coarctation of the aorta and patent ductus arterio- 
sis, which are anomalies in the great vessels outside 
the heart, can be corrected by surgical means. Within 
the heart itself, the tetralogy of Fallot, isolated pul- 
monary stenosis, interauricular septal defects and 
interventricular septal defects are amenable to surgical 
therapy. 


Administration of Penicillin 


Q. How do oral penicillin and intramuscular penicillin 
compare in effectiveness ? 


A. For diseases which do not require high blood con- 
centrations of penicillin, such as pneumococcic and 
hemolytic streptococcic infections, oral penicillin is as 
elective as intramuscular penicillin if it is given in five 
to ten times the dose used for intramuscular penicillin. 
A good dosage regimen for oral penicillin in the case 
of an adult is 400,000 units two or three times a day. 
lt is important that these doses be spaced so that they 
ire given one hour before meals and at least two hours 
ind preferably three hours after meals, since the 
stimulation of acid gastric juices destroys penicillin. 
It is not feasible to use oral penicillin in most serious 
types of infection. 


Treatment of Edema 


Q. A 74-year-old woman spends all her time in a sit- 
ting position. She has developed severe dependent 
edema (pseudoelephantiasis) with superimposed der- 
matitis. Mercurial diuretics have been ineffective. 
Please suggest treatment. 


A. In a 74-year-old woman, the cause of edema as 
described could be a single disease or a combination 
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Readers are encouraged to submit inquiries to GP. 


These will be answered by authorities 


in the appropriate fields of therapy and diagnosis. 


Information Please 


of situations. The presence of congestive cardiac fail- 
ure and renal disease should be eliminated first. The 
lack of response to mercurial diuretics would indicate 
that the problem is very likely not cardiac. Additional 
situations to be considered in this age group are: 
(1) nutritional deficiency, (2) chronic thrombophlebitis 
with or without varicose veins, (3) chronic lymph- 
edema. 

Chronic lymphedema may be the most likely cause, 
plus possible nutritional deficiency. Cases of this type 
are generally refractory to therapy without the bene- 
fit of leg elevation. If possible, the foot of the bed 
should be elevated at night four to six inches, and if 
the patient can be kept at bed rest for a period of sev- 
eral days or perhaps a week, the edema may sub- 
side to the point where elastic bandages or stockings 
would be of benefit. 

The dermatitis is no doubt secondary to the stasis 
and excessive stretching of the skin. Local therapy 
is usually ineffective until the swelling has subsided. 
Internal measures in the absence of cardiorenal dis- 
ease are of little help. This is a difficult situation and 
probably can only be improved by leg elevation and 


local care. 


Varicose Veins 


Q. How much more success does one have with varicose 
veins by ligation with stripping than with multiple 
ligations ? 

A. The degree of surgical success in treatment of 

varicose veins depends on many factors, which include 

the proper selection of operation for an individual pa- 
tient, previous therapy, whether there is a thrombo- 
phlebitis associated with the veins, or whether other 
complications, such as ulcers, exist. 

If the patient has simple varicose veins, high ligation 
with adequate resection is most important. Second, 
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adequate resection at each incompetent point all the 
way to the foot and also ligation of the lesser saphenous 
vein are of importance. It is our feeling that stripping 
between the incompetent points is of great value in 
removing these incompetent veins. It serves a second 
purpose, in addition, which the surgeon soon notices 
—the stripper often will demonstrate another vein 
running close to the course of the main saphenous 
vein which would enlarge and give repeated symptoms 
if not resected. 

In summary, therefore, stripping should not be used 
to replace multiple ligation, but it should be used be- 
tween ligated points, and it is of help in finding other 
veins not demonstrated surgically. We also use strip- 
ping on the lesser saphenous vein system. 


Trauma and Myocardial Infarction 


Q. Can a severe trauma of the body be considered a 
cause of myocardial infarction ? In my case it was a 


severe blow to the head (no fracture). 


A. Myocardial infarction can occur following trauma. 
In instances of severe trauma, accompanied by shock, 
a myocardial infarction can result from a relative 
coronary insufficiency. It is likely that more than a 
moderate degree of coronary sclerosis must exist be- 
fore trauma and shock could produce such an infarc- 
tion. The same general situation would be encountered 
in post-surgical infarctions following severe fall in 
blood pressure or following a cerebral vascular acci- 
dent with subsequent fall in pressure. 

A blow over the chest (steering wheel accident) 
may be followed by infarction if hematomas occur out- 
side the artery, closing it through pressure, or through 
a hemorrhage within the arterial wall beneath a sclero- 
tic plack as described by Winternitz. 

Rarely when an acute occlusion occurs suddenly, 
the patient will fall. I have seen workmen fall, injure 
themselves, and later the infarction is found. The 
question of which lesion was primary and which 
secondary, can at times, be difficult to ascertain. 

Boas and Boas discuss this subject in their Year 
Book of Medicine publication, Coronary Disease. 


Reactions to Procaine Penicillin 


Q. What percentage of penicillin reactions can be as- 
cribed to procaine in the mixture? 


A. While the recent reports would indicate that the 
great majority of serious reactions to penicillin result 
from the use of procaine penicillin, this is probably 
due to the fact that by far the greatest proportion of 
penicillin being used in practice is in the form of pro- 
caine penicillin or similar repository preparations. 
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There is little or no evidence available to incicate 
sensitization to procaine even in the cases of severe 
anaphylactoid reaction to procaine penicillin. Some of 
the latter, especially those occurring quite promptly 
after the injection, and those associated with a shock. 
like state may be due to accidental intravenous injec. 
tion which is known to produce fatal reactions in ani- 
mals. 

However, the most pertinent fact which implicates 
penicillin rather than procaine as the cause of the 
reactions to procaine penicillin is the fact that the 
great majority (though by no means all) of the serious 
reactions to procaine penicillin are in patients who 
have had previous reactions to various penicillin 
preparations. 


Use of Gold Injections 


Q. What are the advantages and risks of administering 
gold injections for rheumatoid arthritis of the spine? 


For osteoarthritis of the spine ? 


A. Gold has never been considered to be useful in 
rheumatoid spondylitis. The risks of gold salt adminis- 
tration are no greater, however, in this condition than 
in any other form of rheumatic disease. These risks, of 
course, can be minimized by complete blood and urine 
examinations prior to any injection of gold. If there 
is no alteration in the hematologic findings which 
might be considered attributable to gold and if the 
urinary findings are in no way different from those 
noted prior to gold salt administration, and if there 
are no skin or mucous membrane abnormalities, it has 
been considered safe to give continuous gold injec- 
tions. Also such tests must be made immediately prior 
to an anticipated injection. 

Osteoarthritis of the spine does not respond to gold 
therapy. 


Nonspecific Vaginitis 


Q. What treatment do you recommend for nonspecific 

vaginitis with mixed infection present? 
A. In regard to the treatment for nonspecific vaginitis, 
at a recent meeting of the American Academy of 
Obstetrics and Gynecology, Dr. Herman Gardner and 
Dr. C. D. Dukes brought out the fact that these cases 
are due to a specific organism, which they call Haemo- 
philus vaginalis. They found that the best treatment 
for these cases was Triple Sulfa Cream at bedtime 
preceded by an acid douche. 

They also found that a very large percentage of 
the husbands were also infected and recommended 
that they be given sulfa by mouth if the wife became 
reinfected after having been cleared up. 
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Acute Thyroiditis 


Q. A 36-year-old woman developed swelling and tender- 
ness of the thyroid gland. A tooth was extracted in the 
hope of relieving the condition, but there was no 
effect. When the patient then consulted me, she ap- 
peared to have hyperthyroidism—pulse 140, hyper- 
hidrosis, tremor, BMR plus 62. However, the right 
lobe of the thyroid was very firm and tender, her 
temperature was 102 degrees, and there had been 
anorexia and a weight loss of 15 pounds. Iodine and 
Tapazole had no beneficial effect. ACTH caused 
dramatic improvement during the week that it was 
given. However, a week after withdrawing ACTH, 
the patient’s symptoms returned in full force. 

Please advise on therapy. 


A. The history of this patient is suggestive of an acute 
thyroiditis rather than of hyperthyroidism. Rarely the 
two conditions may occur together but this is coinci- 
dental. The observed elevation in the BMR may be 
attributed to the fever. The reaction to ACTH is also 
that to be expected in acute thyroiditis. The condition 
is best treated by rest in bed, analgesics, local applica- 
tion of an ice collar or heat (whichever induces great- 
est relief), and local x-ray therapy, alone or in com- 
bination with ACTH or cortisone. Antibiotics are of 
no value unless a focus of infection is demonstrable. 


(See Crile, G., GP, September, 1953, page 67.) 


Fungous Disease of Fingernails 


Q. Is there any effective treatment for chronic fungous 
infection of fingernails? All ten fingernails are in- 
volved in this case. 


A. The answer to the question is a categorical “no”— 
at least insofar as any chemotherapeutic method which 
will kill off the fungi in the fingernails is concerned. It 
is assumed that the diagnosis of a fungous infection has 
been proven by direct demonstration or culture of fungi 
from the nails. This question becomes of particular im- 
portance when all ten fingernails are involved, because 
under such circumstances the possibility of confusing 
the nail changes with those of psoriasis, or distortion 
secondary to some local dermatitic lesions or in rela- 
tion to a systemic disease, is increased. 

If the diagnosis of a fungous infection has been es- 
tablished without doubt, the only method of treatment 
which offers any reasonable hope of cure is surgical 
evulsion of the affected fingernails, and this becomes 
something of an ordeal if many nails miust be removed. 
It is important to keep in mind that the fungous infec- 
tion arises primarily not from the nail plate, but from 
the nderlying nail bed, and thorough curettage of the 
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base at the time of removal of the nail is necessary. 
Following removal of the nail, various fungicidal prep- 
arations, such as the fatty acids, may be applied to the 
nail bed. 

Even with most careful attention to details of treat- 
ment, it is doubted that the chance of cure would be 
over 50 per cent. Unless the fingernails are thickened 
and really bothersome, it would probably be best not to 
undertake evulsion of the nails. X-ray therapy is often 
used, but completely ineffective, in fungous infections 
of the nails. 


Prevention of Rheumatic Fever 


Q. In treating for the prevention of a recurrence of rheu- 
matic fever a patient who is allergic to penicillin, 
what is the. antibiotic of choice, erythromycin or 
a tetracycline drug ? 

If neither, have you any suggestions ? 


A. For a patient such as is described above, the pre- 
ferred prophylactic agent would be sulfadiazine, admin- 
istered to an older child or an adult in dosage of 0.5 
gram twice daily, or 0.5 gram once daily to a young 
child. This is a well-proven, effective, inexpensive 
means for providing streptococcal prophylaxis. 

If the patient subsequently is known to have been 
exposed to streptococci or develops what is thought to 
be streptococcal pharyngitis, treatment with one of the 
tetracyclines could be administered, but for a ten-day 
period. 

If the penicillin sensitivity is of a minor nature, then 
prophylaxis with this agent is not necessarily inad- 
visable. The small oral doses used for prophylaxis are 
tolerated by many patients who have had transient 
rashes. 


Tetanus in Veterans 


Q. Have there been any cases of tetanus in veterans who 
were immunized in World War Il and have had no 
boosters subsequent to 1947? 


A. Records of the Veterans Administration indicate 
that tetanus has occurred in American veterans of 
World War II, but whether or not these men had re- 
ceived booster inoculations was not recorded. In 1952 
there were four cases in veterans of both World Wars 
in which tetanus was the principal diagnosis, in a 50 
per cent sample of the VA records. In six additional 
cases, tetanus was the “associated diagnosis.” Three of 
these six patients were World War II veterans. The 
only case of tetanus found in a 25 per cent sample of 
the 1953 records was in a World War II veteran. It 
seems likely that these men, at least some of them, had 
not had booster shots after they left the service. 
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THE PREVENTION of DISEASE 
in EVERYDAY PRACTICE 


By ISADORE GIVNER, Associate Clinical Professor of 
Ophthalmology, New York University Post-Graduate 
Medical School; and MAURICE BRUGER, Associate 
Professor of Medicine, New York University Post-Gradu- 
ate Medical School. 900 pages, 50 illustrations. PRICE, 
$20.00. 


This volume has been written exclusively for the physician 
by 47 practitioners each a specialist in a recognized field of 
medical practice. The preventive aspects of such diseases 
as cancer, allergy, arthritis, diabetes, etc., and of physical 
defects resulting from accidents and disease are stressed. 


The physician has been concerned too long with the 
practice of reparative medicine alone. If his endeavors are 
limited solely to the diagnosis and treatment of disease, his 
work is only partially done; the prevention of disease is an 
important aspect of his obligation to society. If he practices 
surgery, he must be able to recognize the proclivity to or 
manifestation of disease at the earliest moment so that pre- 
ventive measures may be applied to obviate or retard 
pathologic processes. Furthermore, he must be aware of 
complications that may follow specific surgical procedures 
and of the means to prevent them. The orthopedist and 
rheumatologist must know how to prevent deformities; the 
cardiologist how to offset the recurrence of rheumatic fever; 
the anesthesiologist how to prevent accidents in the operat- 
ing room; and so on through the many specialized fields of 
medical practice. The contents of this book were conceived 
and executed with these concepts in mind. 


THE PRACTICE OF REFRACTION 


This book presents the essential principles of the theory and practice 
of the correction of defects in the optical system of the eyes and their 
associated muscles. By Sir Stewart Duke-Elder. 6th Edition. 335 pages, 
239 illustrations. PRICE, $7.00 


LEGAL MEDICINE 


For the first time, the complete story of the relationship between medi- 
cine and the law has been accomplished between the covers of one book 
in the American literature. Every facet of Forensic Science is covered 
by an expert. By R. B. H. GRADWOHL. 1093 pages, 219 illustrations. 
PRICE, $20.00. 


THE C. V. MOSBY COMPANY, 
3207 Washington Blvd., St. Louis, 3, Mo. 


Gentlemen: Send me the book(s) checked with (X).() Attached is my check. 


oO Givner-Bruger, The Prevention of 
Disease in Everyday Practice, $20.00. 
(] Duke-Elder, Practice of 
Refraction, $7.00. 
C) Top, Communicable Diseases, $18.50. 


New from MOSBY Press 


SYSTEMIC ASSOCIATIONS 
and TREATMENT 
of SKIN DISEASES 


By KURT WIENER, Dermatologist, Mount Sinai Hospital, 
Deaconess Hospital, Saint Michael’s Hospital, Milwau- 
kee, Wisconsin. 516 pages, 90 illustrations. PRICE, 
$17.00. 


The author’s first work entitled ‘Skin Manifestations of 
Internal Disorders” covered the skin changes which accom- 
pany internal or systemic diseases. The book did not deal 
with the systemic phenomena associated with skin diseases. 
This new book is concerned with this aspect of the relation- 
ship of dermatology and general medicine. 


It is obvious that the territories of both books overlap 
when skin and systemic manifestations are of equal im- 
portance. In such cases the natural entity has not been dis- 
rupted, and the topic will be found either in the present 
book or a revised edition of the earlier to appear later. 


The systemic relations of a few skin diseases like lupus 
erythematosis and scleroderma are fully discussed in this 
new volume. The chapters on systemic therapy of skin dis- 
eases represent a third aspect of the complex which one 
might call systemic dermatology. Systemic therapy in- 
cludes not only the non-topical drugs, but indirect radia- 
tion therapy, diets and balneologic methods. Evaluation of 
spas and unorthodox methods is also tried. 


COMMUNICABLE DISEASES 


This book is intended as a text and handy reference for all persons whose 
professional duties necessitate contact with certain communicable dis- 
eases or manifestations. By FRANKLIN H. TOP. Third Edition. 1208 
pages, 109 illustrations, 15 color plates. PRICE, $18.50. 


THE SKIN 


This book is an attempt to further the unification of the teaching and 
thinking concerning mechanisms of disease in which the skin is in- 
volved. Throughout, the attempt has been made to emphasize and to 
define as sharply as ible the « denominators—both clinical 
and pathologic—of disorders of the skin and mucous membranes. By 
ARTHUR C. ALLEN. 1050 pages, 495 full-page illustrations. PRICE, 
$25.00. 


Date. 


C) Charge my account. 


(1) Wiener, Systemic Associations & Treatment 


of Skin Diseases, $17.00. 
(] Gradwohl, Legal Medicine, $20.00. 
CJ Allen, The Skin, $25.00. 
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The Mechanism of Labour. By Erik Rydberg, M.D. Pp. 180. Price, 
$4.75. Charles C Thomas, Spring field, Ill., 1954. 


THIs BOOK is an interesting discussion of the author’s 
theories on the mechanisms involved during the course of 
the fetal head through the birth canal. 

The author is to be commended for the many tedious 
hours necessary to devise models, x-rays and graphic 
sketches which substantiate his theories. 

The book is well written but quite technical; however, 
the many illustrations help clarify these technical passages. 

This monograph might be of value to enhance the theo- 
retical knowledge of the obstetrician, but Dr. Rydberg’s 
labour is lost for the average physician. 

—J. D. Murpuy, M.D. 


Fluid Therapy. By James D. Hardy, M.D. Pp. 255. Price, $5.50. 
Lea & Febiger, Philadelphia, 1954. 


Ir you wish to learn about milliequivalents, milliosmols, 
electrolyte imbalances and their cause and correction, here 
is a good, short, to-the-point book. 

Dr. Hardy has isolated most of the pertinent informa- 
tion on fluid and electrolyte imbalances and incorporated 
them into a book which is quite readable. 

While somewhat difficult to master, this short post- 
graduate course in book form will increase your value to 
your patients, and result in a better understanding of the 
most modern implications of imbalances in disease. 

It is recommended for those who are trying to improve 
themselves, but not recommended for casual reading. 


—Eart L. MALONE, M.D. 


Anatomy, Regional and Applied. By R. J. Last. Pp. 665. Price, 
$10.00. Little, Brown and Co., Boston, 1954. 


Tuis BOOK is a very complete and detailed work. The study 
of te body is divided into seven sections. In each section, 


functional aspect, embryology, and comparative anatomy 
are clarified in considerable detail. 


The illustrations are abundant, well-labeled, and show 
functional aspects of related structures. 
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Practitioner's Bookshelf 


Medical students or others interested in a detailed study 
of regional anatomy would find this book of great value. 
Most general practitioners, however, would find that it goes 
into too much detail in regard to embryology and compara- 
tive anatomy; they would find the discussions too com- 
plex and involved to be useful in readily obtaining prac- 
tical information. 

—C. C. Lone, M.D. 


Babcock’'s Principles and Practice of Surgery 2nd ed. Edited by Karl 
C. Jonas, M.D. Pp. 1,543. Price, $18.00..Lea & Febiger, 
Philadelphia, 1954. 


Wuen this bright new volume reached my desk, I thought I 
recognized an old friend. Like an old girl, with a new hat, 
the latest hairdo and up-dated face, all the tried and true 
sterling qualities were there, but much that was compelling 
and attractive had been added. 

Babcock’s Surgery is old shoe to most of you. I was a little 
shocked when, before dumping my old one in the waste- 
basket, I observed its 1928 date. It had served me faithfully 
since 1930, in medical school side by side with Rose and 
Carless, then through years of practice. Time and again its 
accurate descriptions and simple drawings clarified what 
other texts tended to complicate. In practice, I found my- 
self turning to it repeatedly for answers either lacking or 
hopelessly buried, in a far more ambitious loose-leaf work. 

So, what of the latest edition, a revision of the 1944 issue? 
Its list of contributors reads like a Who’s Who of surgery. 
Chevalier Jackson, Raymond McNealy, Max Thorek, I. S. 
Ravdin, Robert Zollinger, Harry Bacon, Richard Cattell 
are just a few. 

From the mechanical standpoint, readability has been 
enhanced by its two-column format. Many of the original 
illustrations have been kept, but numerous additions em- 
brace both drawings and photographs. All text matter 
shows evidence of very careful revision, bringing it up to 
date. I have always liked the section on plastic and recon- 
structive surgery. This improved revision will be no dis- 
appointment. The man who cares for trauma will be greatly 
aided. Other additions make this issue 200 pages longer 
than that of 1944. 
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Too many volumes on surgery deal too little with tech- 
nique. Not so with Babcock. Methods of diagnosis and 
treatment are here spelled out, and, while there is no pre- 
tense that this is a manual of operative surgery, it is an ex- 
cellent supplement to one. 

In brief, Babcock is a practical rather than a theoretical 
surgery. 

—Francis T. Hopces, M.D. 


Glandular Physiology and Therapy. 5th ed. Prepared under the 
auspices of the Council on Pharmacy and Chemistry of the 
American Medical Association. Pp. 611. Price, $10.00. J. B. 
Lippincott Co., Philadelphia, 1954. 


THE FIFTH EDITION of Glandular Physiology and Therapy, 
three and one-half years in production under the auspices 
of the Council of Pharmacy and Chemistry of the American 
Medical Association, represents the combined efforts of 31 
prominent authorities in the field of endocrinology. 

The book is divided into 22 chapters, beginning with a 
general discussion of the integration of endocrinology. 
Sections follow on the various glands of internal secretion 
—the anterior and posterior pituitary, the adrenal cortex 
and medulla, the ovary, with subsequent chapters on the 
physiology of menstruation and ovulation, and on preg- 
nancy and lactation, the testes, the thyroid, parathyroids 
and the pancreas. A brief chapter on the thymus gland is 


included because of its known anatomic alteration in stress 
situations. 

These chapters begin with a brief presentation of auat- 
omy and histology and are followed by a thorough and 
lucid discussion of physiology. Clinical descriptions of 
disease entities are brief but complete. Treatment is well 
outlined and many graphs and charts aid in clarifying the 
discussions. However, there are few pictures, which are 
frequently more helpful in identifying clinical characteris- 
tics of endocrinopathies than a word description. 

Helpful sections follow on the endocrine management 
of neoplastic diseases, the use of cortisone and ACTH in 
nonendocrine conditions, and on abnormalities of body 
weight. Also included are discussions on endocrine dis- 
orders and their relation to behavior and intelligence and to 
abnormalities of sexual behavior. 

Of particular help to physicians in general practice are 
chapters on common misconceptions in endocrine therapy 
and diagnostic aids in endocrine disorders, including a 
discussion of the clinical work-up and diagnostic laboratory 
procedures. Concluding sections discuss the chemistry and 
modes of administration of hormones. 

The book is attractively bound, legibly printed on a soft- 
finished paper with pages vertically subdivided to afford 
easy reading. Charts and tables are well reproduced. More 
than 2,400 references are listed. 

As the title implies, this book deals primarily with a sum- 
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mary of the vast amount of research which has broadened 
our understanding of the glands of internal secretion and 
their function in health and disease. This has led to the 
increasing use of hormone preparations in general medi- 
cine. It is a superb summary of current glandular physi- 
ology and therapy and as such will be a useful reference for 
physicians in general practice, but is not intended as a 
textbook of endocrinology. 
—Marcus ScuHaarF, M.D. 


Year Book of Drug Therapy, 1954-1955. Edited by Harry Beckman, 
M.D. Pp. 592. Price, $6.00. The Year Book Publishers, Inc., 
Chicago, Ill. 


Dr. BECKMAN’S many contributions to the field of pharma- 
cology are well known. In the Year Book of Drug Therapy 
he summarizes the most recent developments. The ap- 
proach is a broad one, with a chapter devoted to each 
specialty. Key articles in each field have been abstracted 
but all important details retained, including tables, charts, 
photographs and case reports. Often a nice balance is 
maintained by the presentation in sequence of two articles 
which arrive at opposite conclusions. 

The print is large and clear, but the extreme readability 
of the book derives from the author’s skillful selection and 
condensation. The coverage is extensive, from the simplest 
and commonest entities to the most complex and rare. 


There are many comments by the editor to help interpret 
results for clinical application. 

The book is designed to provide a brief, handy reference 
and guide for the busy practitioner. It fulfills this purpose 
most admirably. —Sypney P. HEcKER, M.D. 


Legg-Calve-Perthes Syndrome and Related Osteochondroses of Youth. 
By Charles W. Goff, M.D. Pp. 330. Price, $10.75. Charles C 
Thomas, Spring field, Ill., 1954. 


Tuts BooK by Dr. Goff, who is the assistant clinical pro- 
fessor of orthopedic surgery at Yale University School of 
Medicine, is an exhaustive treatise on one very specialized 
orthopedic problem, or rather a set of problems. Dr. Goff 
carefully reviews the history of Legg-Calve-Perthes syn- 
drome and tries to relate this to the other osteochondroses 
of youth. He also tries to settle the very much disputed 
naming of this syndrome, so the scope of the book is rather 
comprehensive. The book is well written, is copiously illus- 
trated with charts, pictures and diagrams, and, for a highly 
specialized subject, is quite readable. 

In my estimation, this book is of limited value to general 
practitioners but would be of interest to some orthopedists. 
Like every other subject in medicine, it has passing interest 
for the general practitioner in the treatment of this type 
of bone disease and perhaps to aid in understanding adults 
who have had it as a child. However, it certainly is not a 
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book that most general practitioners would care to pur- 
chase and have in their libraries. One thing that is outstand- 
ing in the book is the obvious enthusiasm of the author for 
detail and accuracy. —Norman R. Boouer, M.D. 


The Epilepsies—Electro-Clinical Correlations. By Henri Gastaut. Pp. 
149. Price, $4.75. Charles C Thomas, Springfield, Ill., 1954. 


THIs SMALL BOOK is the work of one of the foremost neuro- 
physiologists and electroencephalographers and represents 
many years of work in these fields. He presents a masterful 
argument for classification of the epilepsies on an electro- 
clinical basis. This classification helps bridge many of the 
difficult gaps in our understanding, particularly in the sig- 
nificance of certain signs appearing during the epileptic 
seizure and the sequence of signs and symptoms during the 
seizure, starting with the aura and on to the postictal state. 

This book is written in the usual format of the American 
Lecture Series and while only 149 pages in length, con- 
tains an unusually clear presentation of this relatively new 
and difficult subject. 

While the book is primarily directed to those specifically 
interested in epileptology and electroencephalography, 
there are several short chapters which will be of interest to 
and used by the pediatrician and general practitioner who, 
of course, see most of the seizures which occur at home. 
Chapter II briefly describes the various types of seizure 
manifestations. Chapter III attempts to give a physiologic 
explanation of the signs and symptoms found in the preic- 
tal and postictal states and correlates these with the EEG 
changes. Part of Chapter IV gives an analysis of the etiology 
of epilepsy. Chapter VI deals with procedures in diagnosis, 
and Chapter VII is on treatment. These give short but 
valuable coverage and while much of the book is highly 
specialized, these chapters may contribute to a better un- 
derstanding of the meaning and mechanism of seizures by 
physicians not primarily interested in neurophysiology. 
—Desmonp O’ DOHERTY, M.D. 


Diagnosis and Treatment of the Acute Phase of Poliomyelitis and its 
Complications. Edited by Albert G. Bower, M.D. Pp. 257. Price, 
$6.50. The Williams & Wilkins Co., Baltimore, 1954. 


Tue aim of this book is to make available to the medical 
practitioner an outline of ready reference for the treatment 
of acute anterior poliomyelitis. 

The illustrations are excellent and very helpful in under- 
standing the use of equipment described. Type is clear and 
the material well organized by the various authors. The 


medical management of the patient with respiratory pa- - 


ralysis and complications is very well outlined and illus- 
trated. The fact that 14 contributors have written their 
experiences causes a great deal of repetition ; and differences 
of opinion on various phases of management take away from 
the value of a ready reference book in which the physician 
looks for proven procedures to follow. The busy practi- 
tioner has no time to read all the literature, nor does he 
have the personal experience to make decisions. References 
to neostigmine, curare, Priscoline, hot packs and im- 
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different central motivant that acts on the 
subcortical area of the brain. This portion 
of the brain is thought to expedite or facili- 
tate intellectual octivity which originates in 
the cortex. Mera'ran, when administered to 
the emotionally tired and depressed patient, 
subtly restores him to his usual level of alert. 
ness, interest and productivity.*-> 


indications: Emotional fatigue, unhappiness 
of more common type (financial worry, social 
stress). Situational stress or mild depression. 
Adjunctive therapy in certain psychoses and 
psychoneuroses.°-7 


Composition: alpha-(2-piperidy!) benzhy- 
drol hydrochloride with the following 
structure: 


H OH 


Dosage: For emotional fatigue and mild 
depression, 1 to 6 mg. daily. individual pa- 
tient response must be observed and daily 
dosage and duration of administration ad- 
justed to patient response. 


Supplied: Small pink tablets containing: 
1 mg. Meratran (pipracrol) hydrochloride.* 
Bottles of 100. 
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Ther. 110;180, 1954. 3. Bilohm, T. et 
sve “distribution ond excretion of ag wo (2-piperidy!) benz- 
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new central stimulant in the treatment of biepharospasm, 
torticollis and narcolepsy) presented before the 
Americon fic City, June 
14, 1954, fom Fabing, H. D., Hawkins, J. R., Moulton, 
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piperidyl) bearhydro! hydrochloride, a new stimu 
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collis. and narcolepsy; preliminary report (Motion Picture 
Demonstrotior), Neurological Association, june 
14, 1954, 7. Himwich, H. E.: Discussion of paper (ref- 
erence 2), American Associction, May 3, 1954 


*Alpho-(2-piperidy!) benzhydro! hydrochloride. 


The Wm. S. Merrell Company 
CINCINNATI 


New York .* St. Thomas, Ontario 
PIONEER IN MEDICINE FOR OVER 125 YEARS 


7.M. MERATRAN 


Action: Meratran is an entirely new 


— 
— 
— 
Rx INFORMATION 

— 

‘ 

: 

2. 

| 
| 
| 

4 

< 

3 

4 


subtly returns your emotionally fatigued and depressed 
patients to their usual level of alertness, interest 


and productivity... 


=” 


without euphoria... 


an Rx Meretran Rx Meratren Rx Meretran Rx Meratran 
» without rebound letdown 


Meratran is chemically new and clinically different. It acts 
upon the subcortical area of the brain. In doses easily 
adjusted to patient needs its onset of action is subtle -- 


comfortable -- prompt. Its effectiveness is prolonged.'-? 


« no appreciable effect on blood pressure and respiration 
- restores needed sense of well being 

+ no tolerance or drug habituation 

normal appetite undisturbed 

+ ho jitters - no apprehension 

little or no insomnia 

wide range of safety 

no rebound letdown _ an exclusive product of 


research 


— ¢entral motivant the treatr t 
the emotionally tired and depressed patient 
| 
q 
4 
| 
} 
Since 1828 


mobilization practices, without any agreement as to results 
from personal experience by the authors, are instances 
where the book fails to give conclusive information which 
the reader may use with confidence. 

Actually, the scope of the book seems to be limited to 
the mechanical aids used in the treatment of the respira- 
tory phase of poliomyelitis and all its complications. It 
seems to be intended for the poliomyelitis respiratory 
treatment center rather than for the general practitioner. 

—GeorGE Boines, M.D. 


Handbook of Radiology. Edited by Russell H. Morgan, M.D. and 
Kenneth E. Corrigan. Pp. 518. Price, $10.00. The Year Book 
Publishers, Inc., Chicago, 1955. 


A mucH needed compendium is now available in this 
Handbook of Radiology. The book has placed in one volume 
a great amount of information that is useful to anyone who 
has need of physical data in the field of radiology, includ- 
ing isotopes. 

The volume is divided into sections, making quick refer- 
ence possible. Printing is necessarily small but legible. 

The Handbook of Radiology should be a welcome addition 
to any medical library and should be available to anyone 
interested in x-ray, radium or isotopes. It is of particular 
value to residents in radiology, but of limited value to gen- 
eral practitioners. —Sicmunp Newman, M.D. 


The Clinical Significance of Disturbances in the Delivery of Sweat, 
By Marion B. Sulzberger, M.D. and Franz Herrmann, \.D. 
Pp. 212. Price, $6.75. Charles C Thomas, Springfield. Ill, 
1954. 


Tuts is a monograph in the Bannerstone Division, Ameri- 
can Lectures on Dermatology, edited by Arthur C. Curtis, 
M.D., Chairman of the Department of Dermatology and 
Syphilology, University of Michigan. 

Part I is a description and discussion of selective methods 
of assaying the quantity and other characteristics of sweat. 
Brief descriptions are submitted of the various techniques 
and some of the fundamental principles in investigating 
both physiologic sweating and the disturbances of sweat- 
ing. Data obtained of the physiologic conditions are pre- 
sented. Part II considers the pathogenesis and charac- 
teristics of disturbances in the delivery of sweat and shows 
that these disturbances are: (1) both common and of great 
variety; (2) fundamental and of growing significance for 
practically all fields of medicine. 

Throughout the book, emphasis of the authors is on the 
more common and fundamental disturbances and their 
dermatologic and clinical implications of: (1) hyperhydro- 
sis; (2) anhydrosis; and (3) dyshidrosis. Treatment for each 
of these three main classifications of disturbances is given 
and includes, (a) general or systemic measures, and (b) 
topical and external treatment (x-ray therapy and local 
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applications of chemicals). The authors have attempted to 
demonstrate that a number of dermatoses, while not caused 
directly by sweat retention, are markedly aggravated, 
causing increased pruritus and exacerbation of the under- 
lying eruptions, thereby creating a vicious cycle. An out- 
standing example of this is the well-known atopic derma- 
titis. 

This monograph is interesting, readable and unique 
inasmuch as it discusses a subject rarely found in medical 
literature. While not highly practical from the general 
practitioner’s standpoint, it is a book which would round 
out the library of a physician interested in a comprehen- 
sive reference shelf. —S. A. GaRLAN, M.D. 


The Skin. A Clinicopathologic Treatise. By Arthur C. Allen, M.D. 
Pp. 1,048. Price, $25.00. C. V. Mosby Co., St. Louis, 1954. 


Wuar Is so surprising is not that Dr. Allen goes with facil- 
ity from a new concept of the pathogenesis of nevi and 
melanomas, to a treatise on the kidney, to an exhaustive 
text on the clinical and pathologic aspects of the skin, but 
that he deals with these varied subjects so authoritatively. 

This new book is intended to bring pathologist and 
clinician closer together in an appreciation of primary skin 
diseases, as well as systemic diseases that have skin mani- 
festation as prominent features. The text does this very 
well—perhaps somewhat at the expense of pathologic 


classification. There are just under 500 illustrations (full- 
page) which include clinical lesions, gross specimens and 
pathologic sections. 

The author has the happy faculty of combining readabil- 
ity- with succinctness. The section on pigmented tumors 
(previously published in Cancer) is a classic. It is an un- 
usual example of the narrative exposition of a scientific 
proposition—a caper which some people would have us 
believe can’t be done. It is beautifully achieved here. 

One might question some statements, especially as they 
relate to etiology and compartmentalization, e.g., scleroder- 
ma, but the work is so extensive that controversy would 
necessarily arise on specific points. 

This is a good book that will be of value to students and 
physicians, no matter what their special interests. The 
curious practitioner will find it especially worth while. 

—Rosert J. GisTon, M.D. 


Clinical Measurement of Uterine Forces in Pregnancy & Labor. By 
S. R. M. Reynolds, Ph.D., Jerome S. Harris, M.D. and Irwin 
H. Kaiser, M.D. Pp. 328. Price, $9.50. Charles C Thomas, 
Springfield, Ill., 1954. 


THIS EXCELLENT book deals with the various methods of 
determining the forces of uterine contractions during preg- 
nancy and labor. Both internal and external methods of 
determining the contraction forces are discussed. 
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After a very complete history of the use of the Tokodyna- 
mometer the authors give their methods for the use of the 
multiple external Tokodynamometer. The accuracy of the 
Tokodynamometer is proved early in the book so that the 
conclusions are acceptable. 

Both normal and abnormal types of labor have been 
studied and from the illustrations given of the various 
types of labor, it appears to be a very useful instrument. 
Unfortunately, the price is very high and the technician 
must be very astute and sympathetic at the same time. If it 
were possible to determine exactly the type of labor encoun- 
tered or to be encountered in a certain patient by the use 
of the Tokodynamometer, then the instrument would be of 
more value to the obstetrician or to the general practitioner. 
Unfortunately, this is not the case, as the results published 
represent only selected cases. The authors give the limita- 
tions of the Tokodynamometer, and many abnormal condi- 
tions of the first and second stages of labor are recogniz- 
able clinically just as well as with the Tokodynamometer. 

The last chapter of the book confirms the clinical find- 
ings of the use of the various drugs used during labor and 
the puerperium. 

Nothing new or startling is revealed, but the advantages 
of the intravenous use of Pitocin in the induction of labor, 
in the management of hemorrhage and in uterine inertia, 
over the use of intramuscular use of the same drug, are 
emphasized and stressed. 


The effects of epinephrine and norepinephrine are |is- 
cussed. The delaying actions of epinephrine both intran.us- 
cularly and intravenously on the force of uterine con- 
tractions and the dilatations of the cervix are once more 
confirmed. It is gratifying to have pointed out once more 
that the uterus will again resume its normal contractions 
after the effect of the intramuscular use of epinephrine has 
disappeared. 

Such is also the case following a too high level spinal or 
saddle block. When the anesthetic agent reaches above the 
level of T 10, then the uterine contractions become small 
and may disappear. But with the return of the anesthetic 
agent below the level of T 10, then the uterine con- 
tractions once more appear strong and fundal dominance 
reappears. 

On the whole, the book is a very complete discussion of 
the subject at hand. The printing is readable and the illus- 
trations adequate. The only suggestion to be made to the 
authors along this score is that the illustrations for a cer- 
tain effect are not always in view when the drug is under 
discussion. 

The pictures are adequate for the graduate physician 
who is able to visualize the remainder of the procedures. 

This highly technical reference book has great appeal to 
the professor of obstetrics or to the research worker in 
obstetrics and gynecology. The results shown are of great 
value to the general practitioner, but it is unfortunate that 
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the busy doctor must read chapter after chapter of highly 
technical material in order to get to the meat of the subject. 
—Tanie McS. Topp, 


Pediatric Diagnosis. By Morris Green, M.D. and Julius B. Rich- 
mond, M.D. Pp. 436. W. B. Saunders Co., Philadelphia, 1954. 


FROM THE STANDPOINT of the general practice physician, 
this book appears to be a complete reference covering 
diagnosis and diagnostic signs and symptoms, with easy 
reference in the table of contents and the index for the 
physician to find the material by systems, symptoms or 
disease conditions. 

A vast amount of material is covered. In each instance 
the material and explanations are in sufficient detail, rather 
than in outline form, and throughout the book references 
are placed in convenient places, namely, immediately after 
the explanation. 

There is complete lack of illustrations which in this type 
of book is not objectionable. Readability is excellent. 

Value to general practitioners? I believe the book is 
excellent for the general practitioner as a complete ready 
reference to pediatric diagnosis, to be used like an encyclo- 
pedia or dictionary in diagnosis. He may readily find what 
a certain physical sign means, or how to examine any part 
of the body to elicit any sign, to find the meaning of various 
symptoms, or, in reverse, to determine what symptoms or 


signs should be present in various conditions. The essen- 
tial laboratory aids are incorporated. 

Section IV of the book, entitled, “Health Supervision,” 
has 37 pages concerning up-to-date views on emotional, 
psychologic and developmental problems from infancy to 
adolescence, and comes as sort of a surprise. I found it 
instructive, easy reading with many references to original 
sources of information. 

This is an excellent reference for the general practitioner, 
to be kept handy and frequently consulted. 

—C. G. REZNICHEK, M.D. 


Peripheral Vascular Diseases. 2nd ed. By Edgar V. Allen, M.D., 
Nelson W. Barker, M.D. and Edgar A. Hines, Jr., M.D. Pp. 
825. W. B. Saunders Co., Philadelphia, 1955. 


For a medical book to stand out in a physician’s library, 
two criteria should be met: need and satisfaction. To esti- 
mate need, the physician should ask, “How often, in my 
practice, do I encounter the diseases described in this 
book?” Appraisal of satisfaction has to be postponed for a 
while. Then it can be estimated by this question: ‘When 
I’ve had occasion to consult this book, how often has the 
consultation been rewarding?” 

For any physician in general practice (and for most other 
physicians too), Peripheral Vascular Diseases readily meets 
the first criterion. It is needed. 
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As far as satisfaction with this book is concerned. any- 
body who has owned the first edition (1946) knows it is one 
of the most rewarding books on the shelves, Thanks to 
many additions and revisions, the new second edition un. 
doubtedly will maintain the high standards of satisfaction 
set by the first. 

Peripheral Vascular Diseases covers all but a few diseases 
of the blood vessels. Quite appropriately, I think, it stays 
out of the field of neurology by omitting any discussion of 
vascular disorders of the central nervous system. Nor does 
it contain chapters on hypertension—a subject that would 
have been unwieldy for this neat volume. 

Although the new edition lacks some of the material 
contained in the old, it’s pleasant to find that one feature 
was not sacrificed to the exigencies of space. That feature 
is the short biographic sketches (with portraits) that 
introduce each chapter. 

Cover, binding and printing are excellent. There are 316 
illustrations—seven in color. The references to other 
writings are certainly adequate for most purposes. 

—Huvuceu H. Hussey, m.p, 


Diseases Affecting the Vulva. 4th ed. By Elizabeth Hunt, M.D. Pp. 
236. Price, $9.00. C. V. Mosby Co., Saint Louis, 1954. 


THIs BOOK Is very well written. 

It presents a solution to the many problems in this sub- 
ject which the general practitioner encounters daily. 

It is easy to read, the illustrations are excellent, and 
Dr. Hunt covers her subject thoroughly, including etiol- 
ogy, pathology, differential diagnoses, prognosis and treat- 
ment which is so essential to the general practitioner and 
so frequently left out. 

This book is definitely a splendid edition and should be 


‘made available to every general practitioner. 


—R. Draper, M.D. 


Also Received 


Although GP endeavors to publish as many reviews of books as 
possible, space will not permit the review of all books received from 
publishers. 

Administrative Medicine. Transaction of the 2nd conference. Edited 


by George S. Stevenson, M.D. Pp. 164. Price, $3.00. The Josiah 
Macy, Jr., Foundation, New York, 1954. 


Doctors’ Legacy. A selection of physicians’ letters (1721-1954). 
Edited by Laurence Farmer, M.D. Pp. 267. Price, $3.50. Harper 
e> Bros., New York City, 1955. 


Expert Committee on Rabies. 2nd Report. World Health Organiu- 
tion Technical Report Series. Pp. 27. Price, $.25. Columbia 
University Press, New York, 1954. 

Geriatric Nursing. 2nd ed. By Kathleen Newton, R.N. Pp. 424. 
Price, $4.75. The C. V. Mosby Co., St. Louis, 1954. 


Health Supervision of Young Children. By the Committee on Child 
Health of the American Public Health Association. Pp. 180. 
Price, $2.00. The American Public Health Association, New 
York, 1955. 
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THE CONGRESS OF DELEGATES, elected by the members 
to represent all sections of the membership, is the gov- 
erning body of the American Academy of General 
Practice. 

Under the constitution, the Congress in turn, dele- 
gates full authority to the Board of Directors and the 
Executive Committee to control the administration, 
business affairs and policies of the Academy in the 
intervals between Assemblies of the Congress. 

The Board members you select share with you the 
heavy responsibility of so directing those affairs that 
the Academy will continue the strong, growing force 
which has recreated the general practitioner as the 
basic medical advisor to the American public. 

Gentlemen, the chairman for the second successive 
year, has the privilege and takes great pride and pleas- 
ure in presenting you with this brief report covering 
the essential activities of your Board of Directors and 
Executive Committee for the year 1954-1955. 

Since the last annual report the Board has held the 
following meetings : 


GP jure 1955 


Special Features 


Annual Report of the Chairman 
of the Board of Directors 


1954-55 


Ivan C. Heron, M.D. 


March 19, 1954, Cleveland 
March 25, 1954, Cleveland 
May 15, 1954, Chicago 
May 16, 1954, Chicago 
’ September 24, 1954, Kansas City 
September 25, 1954, Kansas City 
February 5, 1955, Chicago 
February 6, 1955, Chicago 
Additional Executive Committee meetings were 
held: 
May 14, 1954, Chicago 
June 23, 1954, San Francisco 
June 24, 1954, San Francisco 
November 30, 1954, Miami 
The last two meetings were concurrent with the 
annual and interim meetings of the AMA. 


Functions of Board and Executive Committee 


The details of these meetings will be found in the 
minutes as available to your reference committees but 
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a few of the most important functions of the Board and 
Executive Committee are listed briefly for your infor- 
mation. 

Among those duties are: 

1. Appointment of capable chairmen and members 
of the four commissions, thirteen standing and ad- 
ditional special committees. 

2. Interpreting the mandates of the Congress to 
these bodies for definite action in their respective 
spheres. 

3. Checking progress of such action through reports 
of the chairmen. 

4. Formulating policy conforming to the underly- 
ing philosophy of the Academy for guidance of those 
responsible for both lay and professional public re- 
lations. 

5. Maintaining the Academy and GP in a sound 
fiscal condition. 

6. Fostering and expanding services to our mem- 
bers. 

7. Encouraging the establishment of more under- 
graduate facilities and postgraduate studies leading to 
an ever increasing quality of medical care. 

8. Rendering decisions on questions involving all 
phases of Academy activity. 

9. Maintaining our fine headquarters staff. 

As you know, the Board meets immediately prior to 
each scientific session for transaction of business and 
approval of the reports of the chairman, treasurer and 
executive secretary and also to approve, amend or re- 
vise the reports of commissions and committees cus- 
tomarily presented to the Congress by the chairmen. 

The Board meeting at the close of the scientific ses- 
sion is largely for the induction of the newly-elected 
Board members, election of the Board chairman and 
Finance Committee as well as transaction of any re- 
quired emergency business. The subsequent Board 
meeting is then held as soon as practicable and is a 
two-day meeting devoted to routine business and the 
very important duty of selecting new commission and 
committee members. 

This latter task is done with conscientious care to 
select highly qualified men for each position as it is 
recognized that the progress of the Academy depends 
greatly upon the caliber of men so selected for these 
national appointments. ' 

The Board also feels each commission and com- 
mittee member should make every effort to attend the 
Scientific Assembly and be present for reference com- 
mittee hearings and discussion of their problems and 
reports. 

Dr. Holland Jackson, in the treasurer’s report, will 
show the Academy to be in a sound financial condition. 
This year it is hoped that the increase in dues voted 
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by the last Congress, will allow some much nevded 
expansion of committee activities as well as services 
to our members by the headquarters staff. 


Cites GP’s Achievements 


As you study the treasurer’s report printed in the 
handbook, you will note the tremendous financial 
asset GP has been to our Academy. 

In addition, GP has proven one of the most power- 
ful educational and public relations instruments pos- 
sessed by the Academy. It is acclaimed the finest medi- 
cal magazine published and has consistently won 
awards for its editorial and advertising excellence. 
For the third successive year, it has received such 
recognition and this year GP was awarded first place 
for editorial excellence in competition with 475 other 
magazines, both trade and professional. In view of the 
critical screening of advertising copy by the very active 
Publication Committee which permits only ethical 
medically related products to be accepted, the growth 
of the advertising lineage indicates the respect ac- 
corded the magazine by business firms. 

The Board congratulates the Publication Committee 
under its chairman, Dr. John Mosher; medical editor, 
Dr. Hugh Hussey; and managing publisher, Mac 
Cahal, for this outstanding Academy function. 


Hospital and Educational Stepping Stones 


The actions of the Commission on Hospitals under 
Dr. John Bender in establishing standards for general 
practice sections in the hospitals were approved as an 
outstanding contribution to the Academy. Hospital 
statistics, available for the years 1950 through 1953, 
indicate an 8 per cent increase in general hospitals, but 
during this time general practice hospital sections have 
increased roughly 50 per cent, those following the 
AAGP plan 70 per cent and the number of general 
practitioners having clinical division privileges by 140 
per cent. During 1954 further progress has been made 
in integrating general practice sections in staff activi- 
ties, thus lessening hospital problems for many of our 
members. 

Dr. William J. Shaw, as chairman of the Commission 
on Education, reported on evaluation of postgraduate 
study as requested by the Congress and the Board. 
You will note in his report the courses qualifying for 
the 50 hours of “study course credit” (formal) and 
those qualifying for the balance of the 150 hours re- 
quired in three years. 

The commission deferred definite action on one- or 
two-year residency requirements until more such 
training programs are available. The Executive Com- 
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mittee appointed a special Residency Review Com- 
mittee of three to establish standards for general prac- 
tice residencies and to advise the AMA Council on 
Medical Education in regard to proper facilities for 
such residency training. 

The Executive Committee also approved the highly 
successful closed-circuit TV presentation by the 
Academy in cooperation with Wyeth Laboratories on 
“Management of Streptococcal Infections and Its Com- 
plications.” In addition, it advised state and local units 
on obtaining colored films on cancer as produced by 
the American Cancer Society as well as a series of open- 
circuit television teaching films by the Division of 
Graduate and Postgraduate Medical Education of the 
University of Utah College of Medicine. 


The committee feels that all such avenues, bringing ~ 


educational advantages to our members, should be 
thoroughly explored. 

The recommendations of the Commission on Mem- 
bership and Credentials as presented by Chairman 
William Sproul pertaining to membership recruiting, 
newly established membership awards, recertification 
of members for postgraduate studies, carry over 
credits for postgraduate medical studies and a stream- 
lined application for regular members were accepted. 

The Commission on Legislation and Public Policy 
with Dr. Malcom Phelps as chairman, was delegated 
several important projects. These included conferences 
with the Medical Director of the United Mine Workers 
Welfare and Retirement Fund following a regional 
medical director’s statement that only board certified 
physicians and surgeons were to be utilized by the 
fund; the successful effort to have the AMA House of 
Delegates and the Women’s Auxiliary endorse the 
Academy project of a family doctor for every doctor’s 
family. Also the commission has been very active in 
following national legislative action relating to other 
medical problems. 

The Executive Committee also authorized the writ- 

ing and presentation of a new television program, un- 
der the Academy name. The script, written around the 
professional and public activities of a family doctor, 
would be subject to Academy approval. There is a 
contract covering that entirely. Dr. Merlin Newkirk 
of Los Angeles was appointed technical advisor. The 
committee feels such a series will be an excellent public 
relations vehicle for the public, general practitioner 
and the medical profession. 
_ The increasing number of favorable articles appear- 
ing in various magazines written by Academy mem- 
bers or professional writers indicates wide spread ac- 
ceptance of our thesis of a family doctor. Many of these 
articles have been directly inspired or greatly aided by 
the files of information in our national headquarters. 
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The Board reviewed and approved the final pro- 
gram for the 1955 Scientific Assembly as presented by 
Dr. Andrew Tomb’s committee. Dr. Irving Baum- 
gartner, appointed to the Committee on Scientific 
Assembly to serve as chairman next year, presented 
a tentative program for the 1956 Washington, D. C.., 
scientific session which was approved. 

The Board regretfully voted to discontinue the 
Scientific Program Abstracts when it appeared the re- 
sulting deficit was too large to warrant the Abstracts. 
At the February meeting, however, the deficit had 
become smaller and the Board was happy to reverse 
its decision and order continuance of the Abstracts 
under a special committee with Dr. Joseph Lindner as 
chairman. The Board hopes every member will sub- 
scribe to this important postgraduate study course. 


1955 Headquarters Building Year 


The year, 1955, should see the culmination of the 
long struggle for a new and adequate Academy of 
General Practice headquarters building. The Building 
Committee and the loyal hardworking state building 
committees have done yeoman service under the guid- 
ance, encouragement and idealism of President-elect 
John R. Fowler in making this achievement possible. 
The new building will provide space for the increasing 
facilities needed for the headquarters staff which is 
now housed in cramped quarters on several floors of 
an office building plus an old residence across the 
street. The economies effected in the new.building 
will reduce the present annual operating costs. The 
keen business acumen of our executive secretary and 
general counsel in real estate horsetrading, resulted in 
a choice building spot at a very favorable cost to the 
Academy because of substantial profits in two previous 
transactions before we finally settled on our building 
lot. Our new headquarters will be a source of pride to 
the membership for years to come. 


Full Support for Prepaid Medical Plans 


During the year, the Board and Executive Com- 
mittee closely followed closed panel groups such as 
HIP in New York, Kaiser Permanente in the West 
as well as various union and other closed panel activi- 
ties. Of extreme importance to all American Medicine 
is a recent California Supreme Court decision approv- 
ing in principle the corporate practice of medicine. 
This decision could very well influence the courts of 
other states which would pave the way for many new 
closed panel groups directly promoted and controlled 
by lay persons with captive physicians employed. It 
is the Board's opinion that the Academy membership 
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should support prepaid medical care with free choice 
of physician as vigorously as possible to deter such 
groups. 

The chairman of your Committee on Voluntary Pre- 
paid Medical Care Plans, Dr. Robert Purtell, sub- 
mitted an excellent detailed plan for the establishment 
of active regional committees. The Board, concurring 
fully with the immediate urgency of this question, 
could not implement this plan for lack of adequate 
funds. It has requested the committee to spearhead a 
drive alerting state chapters to this menace. It is 
hoped each delegate will stimulate his own chapter 
and other medical organizations in active encourage- 
ment of Blue Shield, Blue Cross and private insurance 
plans with free choice of physicians. 

The Board accepted the report of the Insurance 
Committee reviewing the very satisfactory functioning 
of the Academy-sponsored Health and Accident Dis- 
ability Insurance Program, The favorable loss ratio 
resulted in a liberalization of the benefits now allow- 
ing lifetime accident benefits. The committee is in- 
vestigating further possible insurance benefits for our 
members. 

The Executive Committee has noted with consider- 
able alarm the fact that several state chapters in neg- 
lecting legal requirements have authorized actions 
which violate provisions of the American Academy of 
Generali Practice constitution under which their char- 
ters were originally granted. The old adage “united 
we stand, divided we fall” must be followed to ensure 
a strong united national organization as a much great- 
er force than 50 relatively weaker components. 


Recently a question was raised in regard to cv:npo- 
sition of the Executive Committee and was referred to 
the Board. The Board is happy that a resolutioi: will 
be introduced to clarify this point. 

The Board directs the attention of the Congress to 
the reports of all committees and commissions printed 
in the handbook as evidence of much hard and intelli- 
gent work by these men. Your study and evaluation of 
these reports will lead to a better knowledge of the 
Academy activities for which you are the ultimate 
sponsors. In addition, the Board earnestly recom- 
mends that each delegate give the reference commit- 
tees the benefit of his advice by attending as many 
reference committee meetings as possible. 

This report would not be complete without a few 


‘ words of praise for our hard working headquarters 


staff. Except for the efficiency and loyalty of this com- 
paratively small staff, many of our present services to 
the members could not be performed. Executive Sec- 
retary Mac Cahal, doubling as managing publisher of 
GP, and his top associates perform with such efficiency 
it is difficult to realize the volume flow of work that is 
maintained through that office. The Academy is fortu- 
nate in having this staff. 

Your chairman takes this opportunity to extend his 
deep appreciation to the Board of Directors and the 
Executive Committee for their enthusiastic loyalty and 
cooperation during the past year. The welfare and the 
activities of the Academy have been paramount for 
each member and all assignments have been performed 
with vigor and intelligence. 

—Ivan C. HERON, 


The General Practitioner in the Hospital 


BY FRANK C. SUTTON, M.D. 


DuRING THE Past two or three decades the trend to- 
ward specialization in medical practice has been ac- 
companied by a chain of events directly affecting the 
general practitioner and the medical care of the public. 
In some hospitals the scope of general practitioners’ 
privileges has been gradually narrowed as specialty 
fields have increased. This has led to a tendency to 
limit medical staff appointments to diplomates of spe- 
cialty boards or members of specialty societies. When 
excluded from the active medical staff, the general 
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practitioner is deprived of an opportunity to further 
his professional education within the hospital. What 
should be done to restore the status of the general prac- 
titioner as a family doctor? What can the hospital do 
to enable the general practitioner to more adequately 
meet his responsibilities to the public? 

At the risk of over simplification, it is believed that 
the following three-point program, if vigorously sup- 
ported, will go far toward a satisfactory solution. 

General practitioners should be granted medical staff 
privileges commensurate with their individual training, 
experience and demonstrated ability. As the physician 
increases his knowledge, skill and experience, he 
should be granted additional privileges through the 
credentials committee consistent with the welfare of 
the patient and mindful of the responsibility of the 
hospital board of trustees. Many general practitioners 
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develop special interest and clinical ability in specialty 
fields such as surgery and obstetrics. Provision should 
be made for granting major privileges to such physi- 
cians when their ability and experience justify such 
action, in the opinion of the medical staff. It is un- 
sound to restrict major privileges to specialty society 
or board members only, ignoring other: physicians 
equally capable by their experience, if not by their 
formal training. 

A department of general practice should be estab- 
lished and maintained whenever necessary to provide 
the general practitioner with his proper place in the 
hospital. Such a department should be on a par with 
other major departments of the hospital medical staff 
such as medicine or surgery, providing a voice for 
general practitioners in the policies and operations of 
the medical staff and the hospital. Since in small hos- 
pitals the majority of the medical staff is made up of 
general practitioners the establishment of a department 
of general practice applies primarily to larger hospitals 
and medical school affiliated hospitals. Action to create 
a department of general practice should be initiated in 
each hospital by the general practitioners and the med- 
ical staff. An excellent guide to the establishment and 
operation of general practice departments in hospitals 
is available from the Academy of General Practice. 

With these two steps taken, the proper integration 
of the general practitioner in the hospital is still not 
complete without a definite provision for his continued 
professional training. The following proposal offers a 
means of more fully meeting this need. 

A continuous postgraduate educational program for 
the general practitioner should be organized and con- 
ducted in the hospital. The chief purpose of such a 
program is to enable him to keep constantly abreast of 
new developments in medicine and to further his clini- 
cal ability. An educational program utilizing the 
clinical material, scientific opportunities and teaching 
facilities of the modern hospital offers the following 
advantages: 


1. It would elevate the standards of medical care for 
the public generally. 

2. It would better prepare the general practitioner 
to meet his responsibilities as a family doctor. 

3. It would provide desired education with the least | 
interruption to an active practice. 

4. It would provide continuous education through- 
out the professional life of the general practitioner. 

5. It would promote teamwork and harmony be- 
tween specialists, consultants, hospitals and the gen- 
eral practitioner. 

The educational program can be established on a 
pattern of one or more years of training in medicine, 
pediatrics, surgery and obstetrics and other services 
on a rotating basis, involving assignments of one or 
more hours once or twice each week. The educational 
program may best be developed around ward rounds, 
attendance at necropsies, outpatient clinics, x-ray and 
pathology department experience, and regular staff 
conferences, all under the supervision of the chief of 
the service or an assigned senior attending physician. 
Other resources of the hospital may be utilized in the 
program, for example, the medical library, physical 
medicine and rehabilitation, electrocardiography, elec- 
troencephalography, radioisotope laboratory, diet ther- 
apy and pharmacy. Training is best conducted on an 
individual or small group basis to permit adjustment to 
each physician’s ability. Candidates who intend even- 
tually to limit their practice to a specialty could be 
given progressively more advanced training in the 
chosen specialty as merited. As they advance in judg- 
ment, experience and clinical ability, they would be- 
come eligible for appointment with major privileges on 
the specialty service. Progress reports should be main- 
tained and used for verification of training as well as 
for a guide to future educational assignments or to 
appointments or promotions. 

Such a program, utilizing continuously the many re- 
sources and facilities of the modern hospital for the 
benefit of the general practitioner, would seem both de- 


Dr. Sutton is director of the 600-bed Miami Valley Hos- 
pital in Dayton, Ohio. His three-point program to provide 
a role for the general practitioner in the hospital was 
originally presented at the annual meeting of the Ohio 
chapter of the Academy last fall and was subsequently the 
basis for a panel discussion in the April 19 meeting of the 
General Practice Section of the Ohio State Medical Associ- 
ation. GP is indebted to Hospitals, the journal of the 
American Hospital Association, for its permission in re- 
printiny Dr. Sutton’s pertinent approach to the hospital 
problem.—PUBLISHER 


G P June 1955 


Frank C. Sutton, M.D. 
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sirable and practical. It would provide the means of 
keeping abreast of new advances in medicine and gain- 
ing new skills with a minimum of interruption to a 
busy practice. It is capable of standardization for pur- 
poses of accreditation if desired. It may be integrated 
with the existing postgraduate program of the American 
Academy of General Practice. It is flexible and can be 
readily adapted to each candidate’s available time, de- 
sires and ability. It is strongly urged for the considera- 
tion of general practitioners and hospital medical staffs 
in order that general practitioners may benefit, and 
through their active participation, standards of medical 
care may be constantly elevated. 

In medical staff organization the essential role of the 
specialist is recognized. The various specialty boards 
were created because of a need for evaluating standards 
of medical practice in special fields. It is well recog- 
nized that their established standards have been and 
will continue to be a significant factor in improving the 
quality of a medical practice and in reducing mor- 
bidity and mortality. Today it is impossible for any 
physician to render a high standard of modern medical 
care without intimate association with consultants, 
laboratories, equipment and other facilities of a mod- 
ern hospital. Yet we need to remember that the general 
practitioner can provide adequate medical care for over 
75% of human health needs. To do this effectively in 
the complexities of modern medical practice, the gen- 
eral practitioner needs a continuous educational ex- 
perience such as can be provided in the hospital. 


Fortunately, much progress has been made i: de- 
fining the role of the general practitioner in the hos- 
pital since the formation of the American Acadeiny of 
General Practice. The Advisory Board for Medical 
Specialties, the Council on Medical Education and 
Hospitals of the American Medical Association and the 
American College of Surgeons have issued resolutions 
to the effect that limitation of medical staff appoint- 
ments to physicians certified by specialty boards or 
holding membership in special societies is contrary to 
their principles. It has been pointed out that such 
policies if practiced extensively would be detrimental 
to the health of the people and therefore-to American 
medicine. In 1953, 2,447 hospitals had established gen- 
eral practice departments—an impressive record. Most 
of these are patterned after the ‘Manual on General 
Practice Departments in Hospitals” prepared by the 
Commission on Hospitals of the American Academy of 
General Practice. Much has been accomplished, but 
hospitals should provide a medical staff program which 
insures that the physician’s association is an education- 
al experience. 

In summary, the determination of medical staff priv- 
ileges solely on the basis of individual ability, the es- 
tablishment of a department of general practice, and, 
added to this, the organization of a continuous post- 
graduate educational program for the general practi- 
tioner in the hospital will go far to establish his role in 
the hospital and provide him the necessary means of 
serving effectively his patients as a family doctor. 


Public Interest in Science 


ce es Ir 1s aways pleasantly surprising to find how acute is the 
cueing general interest in scientific matters. Indeed nowadays one 


frequently comes across this paradox: people who do not 
come into professional contact with scientists have a livelier 
interest in the general trend of scientific progress than 
many a narrow-minded scientist who earns his livelihood 
by the practice of science. An anecdote which illustrates this 
to perfection was told by Lord Moulton, the brilliantly 
versatile patent law expert who was appointed chairman of 
the Dyestuffs Corporation of 1919, the organization which 
restored the fortunes of the British dye industry. Moulton 
met a solitary German on the top of a mountain. 

“TI found he was a chemist, and I began to talk upon a 
chemical subject. He told me he was only an organic chem- 
ist. He had not exhausted my resources, and I began to 
talk of coal-tar and pharmaceutical products. Then he told 
me he was a coal-tar by-product chemist. That did not 
beat me, because I had just been fighting a case of canary 
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yellow. I thought I would get some subject that was com- 
mon to us, and I slipped into the subject of canary yellow. 
Still the same ominous silence for a time, and then he said 
‘I am only coal-tar chemist dealing with blues.’ But I had 
not finished. With an Englishman’s pertinacity, not be- 
lieving I was beaten, I racked my brains for a coal-tar blue 
—I had had to advise on some case—and I gradually, 
without a too obvious change of subject, slipped into that. 
Then he finally defeated me, because he said in equally 
solemn tones, ‘I only deal with methy] blues.’ ” 

Science ceases to be science, of course, once it is pro- 
fessionally compartmentalized to such an extent: a ma 
who studies notiing but methyl blues is not a scientist but 
a machine, and it is to be hoped that such work will soon 
be taken over by machines. A more comforting thought, 
however, is the harmony between the interests of the lay- 
man and those of the broad-minded scientist. The ordinary 
person can be aroused to interest in most of the scientific 
items which can be made interesting to a 16-year-old school- 
boy. It is this basic and universal interest on which the 
public relations of science must be constructed.—Scient, 
121: 7A (March 11) 1955. 
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News 


Three Alternates Receive Mead Johnson Scholarship Awards 


Six Residency Scholarship Holders 
Become Members of the Academy 


THREE ALTERNATES have become winners of the 1955 
Mead Johnson General Practice Residency Scholar- 
ship Awards. They were named by the Academy’s 
Mead Johnson Scholarship Committee upon learning 
that three of the ten winners, announced in Los An- 
geles, would be unable to begin residencies this next 
month. 

Dr. John E. Bennett, a graduate of Northwestern 
University School of Medicine, has replaced Dr. 
Thomas F. Falcone of Boston University. The second 
replacement is Dr. Samuel R. Barol of University of 
Pennsylvania School of Medicine, who will take the 
residency scholarship in place of Dr. Daniel J. Murphy, 
from the Stritch School of Loyola University, Chicago. 
Dr. Herbert H. Hicks of George Washington Univer- 
sity, Washington, D.C. will replace Dr. John Harmon 
Phillips of Indiana University Medical School. 

Dr. Bennett who has been interning at Peoples Hos- 
pital in Akron, Ohio will take his residency there. 
Hunterdon Medical Center in Flemington, N.J. has 
been selected by Dr. Bacol who is now interning at 
Polyclinic Hospital in Harrisburg, Pa. Dr. Hicks will 
go to the University of Colorado Medical Center in 
Denver. 

The Mead Johnson Award Committee, headed by 
Dr. Fred Humphrey of Ft. Collins, Colo., reports that 
20 young physicians have completed general practice 
residencies under the Academy’s graduate training for 
general practice program. To date, six of these young 
physicians have applied and been accepted for mem- 


bersh:i)» in the Academy. They are: Drs. W. Scott 
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Chisolm ; Robert E. Sotta; Ocie C. Yarbrough; Victor 
Moore; John W. Padgett; and Baldwin E. Lloyd. 

The others who completed general practice resi- 
dencies in 1952, 1953 and 1954 are: Drs. Ray E. Bul- 
lard, Jr.; Delbert D. Griffith; Robert N. Humphrey; 
Arch T. McCoy; John B. Neal; Leonard Podrebarac; 
Arthur V. Brennan; Lewis E. Adkins; Charles A. 
Hammond; and Maury C. Newton, Jr. 

The ten physicians who will complete their resi- 
dencies on July 1 are: Drs. Ray E. Bullard, Jr.; W. 
Scott Chisholm; Delbert D. Griffith; Robert N. Hum- 
phrey; Arch T. McCoy; John B. Neal; Leonard Podre- 
barac; Robert E. Sotta; Arthur J. Stevenson; and 
Victor Moore. 


This trio will become winners of Mead Johnson General Practice 
Scholarship Awards when they begin their residencies in general 
practice next month. Left to right are Samuel R. Barol of Uni- 
versity of Pennsylvania School of Medicine; Dr. John E. Bennett of 
Peoples Hospital in Akron, Ohio; and Dr. Herbert H. Hicks of George 
Washington University, Washington, D.C. 
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Just one ‘Prydonnal’ Spansule g12h 


assures sustained, uninterrupted relief 


of visceral spasm 
and gastric hypersecretion 


all day and all night 


Upon completion of the clinical trials with ‘Prydonnal’ Spansule 
sustained release capsules, one of the original investigators 
volunteered: “I would prescribe ‘Prydonnal’ in preference to all other 
products for my patients with spasm.” 


Why? Because ‘Prydonnal’ assures effective antisecretory-antispasmodic- 
sedative action around the clock with just one ‘Spansule’ capsule qi2h. 
Even in the patient with a hypermotile gut, the slow passage and continuous 
absorption of ‘Prydonnal’ Spansule capsules’ hundreds of tiny pellets 

assure continuous uninterrupted relief of visceral spasm and hypersecretion. 

In contrast to intermittent tablet medication, there are no 

therapeutic peaks and valleys, no forgotten doses and virtually 

no side effects with ‘Prydonnal’. 


Prydonnal* Spansule* { 


atropine, scopolamine, hyoscyamine brand of sustained release capsules 
plus phenobarbital 


made only by 
© Smith, Kline G French Laboratories, Philadelphia 


the originators of sustained release oral medication 


*T.M. Reg. U.S. Pat. Off. Patent Applied For 
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Trends and Events in the Nation’s Capital 


“West Point of Medicine” in the Wind 


Amonc Republicans and Democrats alike, there seems 
to be a crescendo of feeling in Congress that the 
country has too few doctors. Recent hearings on Capi- 
tol Hill, particularly the one dealing with another 
two-year extension of the doctor draft law, have pro- 
duced comments to the effect not only that demand 
for medical care is outstripping the supply but that 
the federal government should do something about it. 

The lawmakers, however, are uncertain how to go 
about increasing the output of physicians and at the 
same time guarding against government control. Some 
are warming to the idea of a ““West Point of Medicine,” 
which would give the armed forces a steady annual 
increment of medical graduates and thereby relieve 
somewhat their drain on the civilian profession. Others 
look with favor upon federal subsidization of medical 
schools as a means of encouraging them to enlarge 
their enrollments. 

At recent hearings conducted by the House Com- 
mittee on Armed Services, the sole point at issue 
theoretically was the nearly five-year-old doctor-draft 
act—whether it should be continued for two more 
years or permitted to expire on June 30, 1955. But the 
House members went much further afield, soliciting 
testimony and voicing their own opinions on such 
matters as medical care of servicemen’s dependents; 
feasibility of the government’s training its own phy- 
sicians, West Point style; whether a national shortage 
of medical practitioners exists; and many other sub- 
jects related to the problem of medical manpower. 

In view of the Defense Department’s urgent appeal 
for extension of the special draft until June 30, 1957, 
it is likely that Congress will act reluctantly in the 
affirmative. But it is idle to predict what it will do 
about the other controversial issues which the hearings 
brought to the fore. 


Meade To Coordinate UMW Hospitals 
Dr. Gordon Montgomery Meade has joined Wash- 


ington headquarters of Memorial Hospital Association, 
the organization financed by United Mine Workers 
Welfare and Retirement Fund which is building ten 
hospitals in Virginia, West Virginia and Kentucky. 

Formerly executive director of the Trudeau-Saranac 
Institute, Dr. Meade’s first assignment is as clinical 
consultant to assist in development of the medical pro- 
gram. In January, when the Williamson (W.Va.) 
Memorial Medical Center is scheduled to open, he 
will become chief of clinical services. 


GP june 1955 


Left to right: Paul R. Hawley, M.D., Gordon Montgomery Meade, 
M.D., Chester S. Keefer, M.D. 


Besides assuming responsibility for coordinating 
medical care, teaching and clinical investigation at 
Williamson, Dr. Meade will fill similar duties for the 
three smaller hospitals that will be affiliated with 
Williamson on a regional basis. They are being erected 
at Pikeville and McDowell, in Kentucky, and at Man, 
W.Va. 


Phelps on Vaccine Advisory Committee 


Dr. Malcom Phelps of the American Academy of 
General Practice represents all general, practitioners 
on the National Advisory Committee on Poliomyelitis 
Vaccine which held its first meeting in Washington 
on May 2 (See GP news story on page 157). The group 
had been appointed a week previously by Mrs. Oveta 
Culp Hobby, Secretary of Health, Education and Wel- 
fare, at the direction of President Eisenhower. 

Dr. Chester S. Keefer, special assistant to Secretary 
Hobby for health and medical affairs, is serving as 
chairman of the committee. Other members, and the 
organizations they represent, are as follows: 

Dr. Philip S. Barba, American Academy of Pedi- 
atrics; Dr. George M. Uhl, Los Angeles Health Officer ; 
Dr. Daniel Bergsma, New Jersey State Health Com- 
missioner; Dr. Julian P. Price, American Medical As- 
sociation; Robert Fischelis, American Pharmaceutical 
Association; Mrs. Newton P. Leonard, National Con- 
gress of Parents and Teachers; Mrs. C. L. Williams, 
National Congress of Colored Parents and Teachers; 
Frank W. Moudry, National Association of Retail 
Druggists, and Basil O’Connor, National Foundation 
for Infantile Paralysis. 


Hawley Testifies on Medical Defense 


Medical preparedness for civil defense is alarmingly 
deficient, a group of Senators has been informed. 

Dr. Paul R. Hawley; director of American College of 
Surgeons, testified on April 20 before the Senate 
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. fast relief of intense vulvar itch 
. prompt restoration of vaginal health 
. ease of administration 


fides the superior anti-mycotic Killing Power 
in violet in its most effective form. 

93% clinically effective . . . even in monilial 
eats during the last trimester of pregnancy. 


Westwood Pharmaceuticals 468 DEWITT ST. 
Division of Foster-Milburn Co. BUFFALO 13, N. Y. 


action. Laboratory tests show that the action of NEO- 
SEDAPHEN is more rapid, more prolonged than any one of | 
- its ingredients, or than the sum of the action of all of them. 
Prescribe NEO-SEDAPHEN—in insomnia, anxiety states, 
ie epilepsy, chorea, gastric and cardiac nevroses—for well 
: ; effective sedation. It is : 


CARROLL DUNHAM SMITH 
PHARMACAL COMPANY 
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Armed Services Subcommittee on Civil Defense that 
the World War II style of medical defense has been 
made obsolete by the atom and we stand in danger of 
total destruction if planning is not changed to conform. 

The witness recommended establishment by the 
federal government of ‘ta completely unbiased com- 
mission” composed of doctors and laymen whose re- 
sponsibility would be to formulate a master plan for 
optimal utilization of medical manpower—both mili- 
tary and civilian—in time of disaster. 

‘No longer can we afford the luxury of four separate 
and distinct medical plans for war, one each for the 
Army, the Navy, the Air Force and the civil popula- 
tion, and all competing, each with the others, for per- 
sonnel and material,” said the retired Army Major 
General who was General Eisenhower’s chief surgeon 
in the European Theater. 

“In such competition, under the situation which 
has existed in the past, it is evident that the civil popu- 
lation will come off fourth best.” 

Dr. Hawley, who served four years—following 
World War Il—as chief medical director of Veterans 
Administration and who more recently was a member 
of the Hoover Commission’s medical task force, sug- 
gested that serious study be given the consolidation 
of all hospitals and medical facilities. Further, that 
every medical school be given responsibility for staff- 
ing certain quotas of beds in event of enemy attack or 
invasion. 

“IT am convinced,” he testified, “that if we are 
forced into war with the medical planning and think- 
ing of the past, we are headed for a disaster of sufficient 
magnitude to influence the outcome of the war. 

“I am also convinced that this can be prevented by 
a thorough study of the situation, by matching po- 
tential against foreseeable requirements, and by de- 
vising a plan which will insure the most economical 
and most effective utilization of the available means.” 


AAGP Board Chairman Phelps on National 
Salk Vaccine Distribution Committee 


Dr. Matcom Pueips, chairman of the Academy’s 
Board of Directors, has been appointed to the commit- 
tee assigned to assure fair nationwide distribution of 
the Salk polio vaccine. He was named along with ten 
other persons—two others representing national medi- 
cal organizations—by Mrs. Oveta Culp Hobby, secre- 
tary of the Department of Health, Education and 
Welfare, on April 28. 

Prior to the appointment, Dr. Leonard Scheele, 
Surgeon general of the United States Public Health 
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This 44 year old sales executive ex- 
hibits two main periods of tension 


. in the morning when he first 


faces responsibilities for the day 
...in the afternoon when constant © 
demands for peak effort conflict 
with his need for relaxation. 


for individual control of tension peaks 


Each light green, scored Nidar tablet 
contains: 


Bottles of 100 and 1000. 

To control tension: 1 tablet early in 

the morning and another in the early 

afternoon. 

As a hypnotic, 1 or 2 Nidar tablets 
will promote rapid onset of sleep 
and allow the patient to awaken re- 


freshed, without hangover. 


“THE ARMOUR LABORATORII 
A DIVISION OF ARMOUR AND COMPANY + KANKAKEE 
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of tension | 
WHEN THEY OCCUR 
—~ 
Secobarbital Sodium...........¥% gr. 
Pentobarbital Sodium...........% gr. 
Butabarbital Sodium............% gr. 


‘sttikes at the paychic roots 
of ‘many clinical conditions 


SUPPLIED: Tablets—0.1, 0.25, and 1 mg. 
Elixir —0.25 mg. per 5-cc. teaspoonful. 


Safe laxation 
without irritants 


@ Control with 
reducible dosages 


® Your choice of: 
Easy-to-take Zymenol (Emulsion) 


Convenient Zymelose (Tablets) 
Tasty, fragrant Zymelose (Granules) 
All three contain brewers yeast ... no sugar 


OTIS E. GLIDDEN & CO,, 
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Service, in a conversation 
with Academy Executive 
Secretary Mac F. Cahal ad- 
vised the Academy that it 
could propose one of its 
members to be on the com- 
mittee. In response to this 
information, the Academy’s 
Executive Committee then 
named Dr. Phelps as the 
official representative. 
In making the appoint- 
ment Mrs. Hobby selected 
Dr. Phelps to represent not 
only the AAGP but all general practitioners in the 
country. Dr. Chester S. Keefer, special assistant to 
Mrs. Hobby on health and medical affairs, was named 
chairman of the committee whose initial meeting was 
held May 2 in Washington. 

Earlier, Mrs. Hobby had invited representatives of 
some 50 national organizations to hear a report on the 
vaccine situation. The Academy was represented by 
President John R. Fowler, Board Chairman Phelps and 
Dr. W. B. Hildebrand, immediate past president. Dr. 
Keefer told this group that “in 15 weeks we hope to 
vaccinate all children in the most susceptible age 
group, age 1 to 9.” 

Others invited to serve on the committee to oversee 
distribution of the vaccine are: Dr. Philip S. Barba, 
American Academy of Pediatrics; Dr. Daniel Bergsma, 
New Jersey state health commissioner; Dr. Robert 
Fischelis, American Pharmaceutical Association; Mrs. 
N. P. Leonard, National Congress of Parents and 
Teachers; Frank W. Moudry, National Association of 
Retail Druggists ; Basil O’Connor, head of the Nation- 
al Foundation for Infantile Paralysis; Dr. Julian P. 
Price, board of trustees of the American Medical 
Association; Dr. George M. Uhl, Los Angeles city 
health officer; and Mrs. Charles L. Williams, National 
Congress of Colored Parents and Teachers. 


Carnation Company Honors Academy 
With Citation on Burns & Allen Show 


A RECENT HONOR to the American Academy of General 
Practice from the Carnation Company was given nation- 
wide attention through the presentation of a certificate 
on the March 21 Burns and Allen television show from 
Los Angeles. 

The certificate honoring all general practitioners 
and saluting the Academy was presented during the 
Burns and Allen TV network show to Dr. Ivan C. 
Heron of San Francisco, who was then chairman of 


the AAGP Board of Directors. 
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Theres such 


... Said a famous authority on safety in operations. 
Any operation, he pointed out, is of major concern to 
the patient. Overlooking fundamental asepsis even 
in a simple case may result in a serious disability. 


Protect yourself . . . your patients 


Your patients have a right to expect thorough asep- 
tic treatment in your office. They are not getting it 
if you depend only on boiling water to “sterilize” 
mstruments. Too many sporulating bacteria survive 
boiling at 212° F. What is needed is moist heat of 
at least 250° F. And that calls for the certainty 
of autoclave sterilization. 


A Pelton Autoclave brings to your office the safety 
plus the speed of hospital sterilization. Any one of 
the three Pelton models sterilizes fabrics, gloves and 
solutions as well as instruments. Each generates 
its own steam and stores it for immediate use. 


See your dealer or mail coupon for 
literature on Pelton Autoclaves 


Professional Equipment Since 1900 


| THE PELTON & CRANE CO., 632 Harper Ave., Detroit 2, Mich. 


! Please send me literature on your self-contained autoclaves. 
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FOLBESYN 


Vitamins Lederle 


A well-balanced, high-potency vitamin 


FoLBEsyN provides B-Complex factors 
(including folic acid and B,,) and ascorbic 
acid in a well balanced formula. It does 
not contain excessive amounts of any one 
factor. 


FoLBEsyYNn Parenteral may be administered 
intramuscularly, or it may be added to 
various hospital intravenous solutions. It 
is useful for preoperative and postopera- 
tive treatment and during convalescence. 


formula containing B-Complex and C 
Dosage: 2 cc. daily. Each 2 cc. provides: 


Sodium Pantothenate................ 10 mg. 
Riboflavin (B:)............... 10 mg. 
15 micrograms 
3 mg. 


FoLBEsyN is also available in tablet 
form, ideal for supplementing the paren- 
teral dose. 


LEDERLE LABORATORIES DIVISION amenscaw Cyanamid company Pearl River, New York 


REG. U.S. PAT. OFF. 


CLINICAL EVIDENCE INDICATES DORIDEN 1S NOT HABIT Forminc. 
TEBlete (scored), 0.25 Gm ond 0.6 Gm, : 
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Mr. Ralph Brubaker, vice president of the Carnation 
Company, made the presentation. The award states 
that it is “In recognition of the devoted and unselfish 
service rendered by doctors of the nation engaged in 
the general practice of medicine, and of the Academy’s 
vital program which has sustained the ideals and com- 
petence of the general practitioner. . . .” 


Dr. Ivan C. Heron of San Fran- 
cisco who was chairman of the 
Academy’s Board of Directors 
from 1953-55, was selected by 
the Carnation Company to re- 
ceive the certificate shown below 
for the American Academy of 
General Practice during a pre- 
sentation on the nationwide 
Burns and Allen television show. 


Certificate 


American Academy of General Practice 


IN REQOGNITION OF THE DEVOTED AND UNSPLPISH 
SERVICE RENDERED BY THE DOCTORS OF THE NATION 
ENGAGED IN THE Gb. (ERAL PRACTICE OF MEDICINE. AND 
Of THE ACADEMY'S VITAL PROGRAM WHICH HAS $t's 
TAINED THE IDEALS AND COMPETENCE OF THE GENERAL 
PRACTITIONER, THIS AWARD FOR DISTINGUISHED SERVICE 
is GIVEN, BY THE 


CARNATION COMPANY 


Typical Family Doctor To Be Depicted 
On New Network Television Program 


A NEW NATIONWIDE NETWORK television program which 
will illustrate and describe the professional and public 
service activities of the nation’s family doctors has been 
authorized and endorsed by the American Academy of 
General Practice. 


The new program will be produced by Caduceus — 


Productions of Los Angeles. Dr. William F. House is 
executive director for Caduceus Productions and for 
this series which will feature the general practitioner. 
Dr. House and other top officials of the company were 
at One time associated with MEDIC which received much 
acclaim during the past year. 

At the Seventh Annual Scientific Assembly this 
spring in Los Angeles a pilot film was shown to the 
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THE 


URDICK Precision 

and Simplicity make 
electrocardiography a 
simple office procedure. 


Rapid switching from lead 
to lead without base line 
shift or distortion of the 
record; accuracy ; com- 
pactniess; good design — 
all of these features are 
incorporated in the new 
Burdick EK-2 Direct-Re- 
cording Electrocardio- 


graph. 


You are invited to write 
us for complete literature 
on this outstanding unit, 
or call your Burdick 
dealer for a demonstration 
at your convenience. See 
the “EK-2” at the A.M.A, 
meeting in Atlantic City. 


- 


he 


STANDARDIZATION 


BURDICK CORPORATION 


MILTON, WISCONSIN 
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“PREMARIN” with METHYLTESTOS 


- inpostpartum breast engorgement, estrogen 
and androgen, employed together, provide 
more effective therapy with less unwanted 
side effects, than either steroid alone. 


TOSTERONE 
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To build giant-size appetites, prescribe... 


Redisol. 


CRYSTALLINE VITAMIN 


Major ADVANTAGES: Helps youngsters gain weight. Stimulates hemo- 
poiesis. Cherry-flavored Elixir or soluble Tablets readily blend with 
milk, juices, infant formulas. 


Supplied as Repisou Tablets: 25,50, 100, 250 meg.; Elixir: 5 meg. per 5 cc. ; 
Injectable: 30, 100, 1000 mcg. per cc. 


Philadelphia 1, Pa. 
DIVISION OF 
MERCK & CO., INC. 
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Academy’s Board of Directors before official authoriza- 
tion of the project was received. Prior to this showing 
the Academy’s Commission on Legislation and Public 
Policy had appointed a subcommittee to study the 
technical script of the pilot film. After a few changes, 
this subcommittee stamped its approval to the film. 
The Board of Directors has named Dr. Merlin Newkirk 
of Downey, California, who served as chairman of the 
Local Arrangements Committee at the Los Angeles 
Assembly, to be technical director for the entire series. 

Unlike Mepic, the new TV program series will be 
about one doctor, a general practitioner, and each 
program will be about the things that happen in his 
practice. Though the program details and the name of 
the sponsor are not ready to be released at this time, 
Caduceus Productions announces that the shows will 
be built around a physician, whose screen name will be 


Dr. Matthew Lockwood. 


In recognition of its first place award in Industrial Marketing’s 
17th Annual Editorial Achievement Competition, this plaque was 
presented to GP on May 9 in Washington, D.C. The award was 
made on the basis of the July, 1954 edition of GP. Formal presenta- 
tion of this plaque was made by the editors of Industrial Marketing, 
the magazine of selling and advertising to business and industry, at 
the annual conference of the National Industrial Advertisers Asso- 
ciation. This is the second consecutive year that GP has received the 
first piace plaque. For three years before this it gleaned editorial 
laurels through certificates of award. Last year, the plaque signaled 
the best series of articles—this year it was for the best single issue. 
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PRESENTING OFFICIAL JEWELRY 
FOR MEMBERS OF THE AMERICAN 


ACADEMY OF GENERAL PRACTICE 


Official Cuff Links 


Handsome cuff links featuring the 
Academy seal. With attractive posi- 
tive-action hinged link furnished in 
matching quality precious metal. 


Official Recognition Pin 


The official seal of the Academy enhanced by 
blue and white enamel to identify you as an 
Academy member. 


Official Tie Chain 


Official Key 
The official key of the 
Academy displaying the 
official seal. 


Finest quality tie chain hand- 
somely suspending the official 
Academy seal. 


*Chapter President's Key 
Available to constituent chapters to honor their president. 


ADDITIONAL JEWELRY ITEMS ARE LISTED BELOW. 
ALL ARE CRESTED WITH THE OFFICIAL ACADEMY SEAL. 


Jewelry Price List (All prices include 10% Federal Excise Tax): 


14K Gold Sterling 
Gold Filled Silver 
Lapel Pin $ 9.50 $ 6.00 $ 4.50 
Key 14.50 9.00 8.00 
Tie Chain 24.00 11.00 9.00 
Money Clip 29.00 13.00 12.00 
Tie Bar 20.00 11.00 10.00 
Cuff Links 26.00 11.00 10.00 
Ring—Stone 74.00 
Ring—Large Seal 68.00 Ronson lighter §=12.75 
Ring—Oak Leaf 34.00 RING SIZE CHART 
Ring—Small Seal 24.00 will be sent immediately 


*Chapter President's Key 39.00 on receipt of your order. 


To Order Official Jewelry 


List items desired on your prescription blank or letterhead and 
forward with your check in the correct amount to AMERICAN 
ACADEMY OF GENERAL PRACTICE, Broadway at 34th, Kansas 
City 11, Missouri. 


C.O.D. orders will carry a few cents additional postage. 
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chronic 
constipation 


Chobile 


In middle aged and elderly patients, Chobile corrects chronic 
constipation physiologically. The cholic acid content emulsifies fats, 
helps maintain normal pH, intestinal flora and colonic water balance... 

all important factors in correction of chronic constipation. 

with proper dosage—Begin with 3 or 4 Chobile tabules with each 
meal until a soft, putty-like stool is obtained. Reduce dosage according 
to the consistency of the stool. In severe cases, begin with an 
enema before starting Chobile, 


Each Chobile tabule contains: 
*Cholic Acid (conjugated as sodium glycocholate & 


*assayed colorimetrically 
Bottles of 50, 100, 500 and 1000. 


IRWIN, NEISLER & COMPANY ~ DECATUR, ILLINOIS + TORONTO 1, ONTARIO 
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ACTIVE INGREDIENTS: BORIC ACID 2.0% OXxYQUINOLIN 
BENZOATE 0.02% AND PHENYLMERCURIC ACETATE 0.02% 
IN SUITABLE JELLY OR CREAM BASES. AVERAGE PH 4.5 


HOLLAND-RANTOS COMPANY, INC. © 145 HUDSON STREET, NEW YORK 13, N. Y.: 


SEND FOR THIS UNUSUAL FREE BOOKLET + “THE PHYSICIAN'S GUIDE METHOD OF CONTRACEPTION” 
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Challenge to Family Doctors Keynotes 
Dr. Hildebrand’s Swan Song to Delegates 


In CLOSING OUT his year’s term as president of the 
Academy, Dr. William B. Hildebrand of Menasha, 
Wis., gave a message of farewell to members of the 
Congress of Delegates at their annual dinner, held this 
year at Los Angeles’ Hotel Statler. The following is his 
message : 

**For YEARS, men have been trying to climb the highest 
mountain in the world. Many have lost their lives and 
others have been critically injured in the effort. So 
hopeless were their undertakings, so often were they 
met by defeat and misfortune, that finally the very 
attempt began to take on a legendary quality. 

Mount Everest became the symbol of the unattain- 
able, beyond the reach of ‘physical and emotional en- 
durance. Sir John Hunt in his story of his ultimate 
conquest tells it simply without embellishments. It is 
astory of comradeship, teamwork and the grim courage 
of men working together, that finally resulted in suc- 
cess. It is a story of men planning together, of men 
facing the constant threat of danger and death and of 
an altitude so high that the rarefied air was nigh im- 
possible to breathe. 

When asked why he wanted to climb Mount Everest, 
Sir John Hunt, the gallant man who finally accom- 
plished it, said, ‘Because it is there.’ 

** ‘Because it is there!"—A challenge high and im- 
perious, waiting far above the earth for some man 
finally to attain the summit on the top of an uncharted 
world. 

“And so it has been with the American Academy of 
General Practice. During this last year in my travels 
over this great land that is American, I have seen it— 
men working and planning together. You have seen it 
here in our Congress of Delegates. It, too, is a story of 
comradeship, of sacrifice and of danger, because we too 
have been traveling in an uncharted world. Why? 
Because the challenge to better medicine through bet- 
ter family doctors is there. 

**Congressman Walter Judd 
of Minnesota, who is a doc- 
tor of medicine and who is 
one of the really great lead- 
ers of our time, was sent to 
Europe by the Republican 
National Committee in 1951 
in order to sound out Gen- 
eral Eisenhower on hisavail- 
ability for the presidency 


Dr. Hildebrand had a swan song 
for members of the Congress of 
Delegates at their annual dinner. 
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Recent Clinical 
Study Confirms 
|the Efficacy of 
| Caroid’and Bile 
Salts Tablets 


Promptly Establishes 
Bowel Regularity 


| “seemed to produce 4 ae 
longed improvemed’. 
bowel function . 
increased sense of w 


being -- 


CAROID AND BILE SALTS 
Tablets are ideally suited for use in 
themanagement of constipation, par- 
ticularly when associated with bil- 
iary stasis and impaired digestion. 
American Ferment Company, Inc. 
1450 Broadway, New York 18, N. Y. 


*Perry, M.: Internat. Rec. Med. 167:489 
(Sept.) 1954. 
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and for Other Skin Irritations ood: Macerations 


Silicote sheds irritating discharge, prevents skin macera- 
tion, and allows irritated skin to heal. Silicote adheres lo: 
to the skin—at least three surgical scrubbings are re- 
quired to obliterate a single application. Silicote is non- 


occlusive, inert, nonsensitizing. ''?* Try Silicote! Gi 
Contains 30% silicones in refined petrola- 1. Talbot, J. R., et al: JI. Inv. Derm. Te 
tum base. Contains no water-soluble or 17: 
water-miscible ingredients to wash away. a — A. J.: Arch. Derm. & Syph. Gi 


36 
3. Morrow, Grant: Calif. Med.: 80:21 


ALSO FOR: Samples and Reprints on Request se 
@ Soap and mi 
water de 
dermatitis 
@ Diaper rash wl 
@ Industrial of 
Dermatoses 
@ Contact SILICONE OINTMENT 
Dermatoses 
ORIGINAL SILICONE SKIN PROTECTANT as 
Discharge fo 
ARNAR-STONE LABORATORIES, INC. ne 
1316 Sherman Ave., Evanston, Ill. m 
In Canada: Brent Laboratories, Ltd., Toronto 
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of the United States. Dr. Judd asked General Eisen- 
hower what he thought America needed most. The 
great man reflected a moment, looked up and said, 
‘What America needs most is a sense of direction.’ 

“The challenge to the family doctors of America, 
although less formidable, is still present. The sense of 
direction is being superbly given by you, the Congress 
of Delegates; by our officers and by our members. 
Through these two social forces, we can and will 
achieve undreamed of heights previously held to be 
unattainable.” 


Majority of Bucks County, Pennsylvania, 
Members’ Dues Go to Building Fund 


Memoers of the Bucks County (Pennsylvania) chapter 
of the Academy have taken a firm stand on the con- 
struction of the Headquarters Building in Kansas City. 
They believe in passing the bucks, not the buck, to 
help make the building a reality. 

In a recent communication to Dr. Arthur S. Haines, 
Academy director and chairman of the Pennsylvania 
Building Fund Committee, the Bucks County chapter 
announced that it had increased member dues to $15 a 
year, $11 of which is to be contributed annually to the 
national Building Fund. According to Dr. Edward G. 
Conroy, chapter president, and Dr. Arthur J. Ricker, 
its secretary-treasurer, this money will be available in 
December of each year. 

Dr. J. R. Fowler, Academy president and chairman 
of the Building Fund Committee, points out that if 
every member of the Academy would make a contribu- 
tion of only $11 for three successive years, the entire 
cost of the new Headquarters would be paid, without 
recourse to accepting large donations from outside 
sources and without the heavy item of interest which 
long-term bank financing involves. If everyone shares the 
load, it does not become a burden to anyone. 


GHI’s New Care Plan Desirable Alternative 
To Government and Closed-Pane! Programs 


Group HEatru INsurANCE, INC. of New York is ‘almost 
ready to launch a new, very broad, out-of-hospital 
medical care plan,” Mr. Arthur H. Harlow, Jr., presi- 
dent of GHI, announced at a luncheon on April 5 
which was sponsored by Columbia University Institute 
of Administrative Medicine and the GHI. 

He explained that the plan will be based on the 
major desires expressed by the buyers of such insurance 
as disclosed at recent hearings on Public Preferences 
for the Extension of Voluntary Health Insurance. The 
new broader coverage plan is presently before the 
medical societies for their consideration and will be 
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VACCINE 


A practical immunizing antigen for prevention of 
mumps in children or adults where indicated. 
Immunizes for about one year. 
Packages: 2 cc. vial (1 immunization), 

10 cc. vial (5 immunizations). 


LEDERLE LABORATORIES DIVISION 


AMERICAN id COMPANY 
PEARL RIVER, NEW YORK 


NEW! Antimicrobial therapy 
as applied in practice 


FLIPPIN & EISENBERG'S 
ANTIMICROBIAL THERAPY 


in Medical Practice 


“A valuable, timely and much-needed book,” says Dr. Rich- 
ard A. Kern, of Temple University. Here you have a 
ready-to-use summary of practical knowledge on Anti- 
microbial Therapy . . . a guide that reflects 17 years’ 
active work by Drs. Harrison F. Flippin and George M. 
Eisenberg. 


The authors give you complete discussion of each anti- 
microbial agent, its properties, its applications, valuable 
clinical findings. Various diseases are individually dis- 
cussed, giving many helpful do’s and don’ts on treatment. 
The scientific and trade names of antimicrobial agents 
are clearly stated. Valuable tables give quick answers to 
guide in comparison and selection. 


Tl Tables and Therapeutic Index $5.00 


1914 Cherry Street 
Philadelphia 3, Pa. 
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~ Prescribed by physicians throughout the world 


» FELSOL provides safe and 
Have YOU ever » effective relief in Asthma, Hay Fever 


used and related bronchial affections. 


FELSOL 


‘ FELSOL also relieves pain Each oral powder contains: 


and fever in Arthritis, Headache, 
and other painful conditions. Citrated Caffeine . . 0.100 gm. 


The fast action and long duration of FELSOL gives smooth and com- 
forting relief. After a single therapeutic dose of antipyrine, Brodie and 
Axelrod report, “Plasma levels declined slowly, measurable amounts of 
the drug persisting 24 hrs.” (J. Pharm. & Exper. Ther. 98:97-104, 1950) 


Try this unique and superior product by writing for free 
Professional Samples and Literature 


AMERICAN FELSOL CO. « P.O. Box 395 « LORAIN, OHIO 


Available at all Drug Stores 
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The story of voluntary health insurance is also being told through 
this exhibit recently developed by the Health Insurance Council 
which was first shown at the Academy’s Seventh Annual Scientific 
Assembly in Los Angeles. Its schedule for showing includes the 
Student American Medical Association meeting in Chicago; Catholic 
Hospital Association meeting in St. Louis; and the AMA meeting in 
Atlantic City. 


presented to the public shortly. It has been endorsed 
in “principle” by the New York County Medical Soci- 
ety. Mr. Harlow expressed the hope that the new plan 
could be made available as a parallel to closed-panel 
practice so as to give subscribers their choice. 

As reported in the April GP “‘Secretary’s Newslet- 
ter,” the GHI project is termed the “Family Doctor 
Plan.” It would be New York’s most complete, free 
choice, general care insurance plan and is described 
as ‘a desirable alternative to government and closed- 
panel programs” which satisfies “the growing demand 
for coverage . . . within the framework of voluntary 
action and free choice.” 

The plan (1) offers the possibility of complete pay- 
ment for the majority of medical services ; (2) includes 
a proposal designed to reduce claims filed for un- 
necessary services; (3) pays the physician direct and 
(4) allows for prorating fees. 

At the April 5 luncheon, it was pointed out that on 
the basis of the hearings, broader medical care insur- 
ance plans are desired by voluntary insurance sub- 
scribers. Many of the witnesses who appeared at the 
hearings—spokesmen from management and_ labor 
groups representing more than one million employed 
individuals and their families—were present. Members 
of the hearings panel were also present, consisting of 
physicians from Columbia University faculty and lay- 
men from the GHI board of directors. 

The major testimony from the hearings which was 
briefed for the luncheon guests indicated need for 
broader coverage with emphasis on free choice of doc- 
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and most troublesome 


complaints met in general 


Editorial, J.A.M.A. 186: 991, 1054. 


When you'treat 
vaginal discharge 


bacterial infection 


Furacin® 


brand of nitrofurazone, Eaton 


VAGINAL SUPPOSITORIES 


DO EXERT POWERFUL ANTIBACTERIAL ACTION 
DO MINIMIZE MALODOR AND DISCHARGE 
DO ACCELERATE HEALING - 


DO PREVENT POSTOPERATIVE INFECTION 


LEUKORRHEA, CERVICITIS, VAGINITIS 

1 suppository inserted deep in the vagina morning 
and evening exerts prompt, powerful and prolonged 
antibacterial action. 


CERVICOVAGINAL SURGERY AND RADIATION . 
THERAPY—1 suppository morning and night for 2 or - 
3 days before surgery or radiation, and thereafter until 


seating is complete. 


Contain Furacin 0.2% in a water-miscible base. Her- 
metically sealed in foil. Box of 12. 


EATON LABORATORIES 
NORWICH, NEW YORK 
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TENSODIN 


Tensodin is indicated in angina pectoris and 
other coronary and peripheral vascular condi- 
tions for its antispasmodic, vasodilating and 
sedative effects. The usual dose is one or two 
tablets every four hours. No narcotic prescrip- 
tion is required. 


Each Tensodin tablet contains ethaverine hydrochloride 
(non-narcotic ethyl homolog of papaverine) 4 grain, pheno- 
barbital 14 grain, theophylline calcium salicylate 3 grains. 


Tensodin Tablets 
100’s, 500’s and 1000’s 


Tensodin®, a product of E. Bilhuber, Inc. 


RANGE 


FIRST IN HAY-FEVER RELIEF! 


**. . .results obtained with PHENERGAN in symptomatic relief of pollen hay fever 


were far superior to those obtained with any other antihistaminic agent.’”' 
1. Silbert, N. E.: Ann. Allergy 10:328 (May-June) 1952 
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tor, coverage of costs of minor “everyday” ills and diag- 
nostic services as well as the major ailments in the 
“catastrophic” category. 

Dr. E. Dwight Barnett of Columbia University, Di- 
rector of the Institute of Administrative Medicine, 
gave an analysis of the hearings. He asked, “Is group 
practice the only answer? A number of subscribers to 
group practice plans tend to go to their own family 
doctors in addition to subscribing to plans such as 
HIP, ’’ he stated.“‘We ought to try to develop the great- 
est values of both group practice and family doctor 
practice—they are not incompatible.” 


Postgraduate Courses at Chapter Meetings 
Popular Study Project in California 


Tue OranGE County chapter of the Academy in Cali- 
fornia is approaching the problem of postgraduate 
study from a new and different angle. 

For the past two years the chapter’s program com- 
mittee, in cooperation with the Riverside County 
chapter, has worked out an educational program which 
permits its members to attend regular classes at regular 
monthly chapter meetings. The project is to permit 
members to obtain academic work and credit without 
losing time from their practice. 

The three medical schools in nearby Los Angeles— 
University of Southern California, University of Cali- 
fornia at Los Angeles and the College of Medical 
Evangelists are providing the postgraduate programs. 
The program with the University of Southern California 
was developed first and the full course was scheduled 
for nine meetings, one each month. The lectures were 
of two-hour duration and the course gave 18 hours 
credit. Enrollment was practically 100 per cent and 
very enthusiastic. The roll was taken at each meeting, 
thus verifying attendance and credit. 

The plan as it now stands is to rotate each year 
with a different medical school sponsoring the lec- 
tures. This past year the Orange County chapter 
worked with UCLA’s School of Medicine. Subjects for 
the nine-month course are selected by the members 
themselves on the basis of interest and their prac- 
ticability in the everyday general practitioner’s medical 
practice. Each university provides from one to four 
speakers for each meeting, all speaking on the same 
topic. 

The chapter reports that interest in this form of 
postgraduate work is increasing tremendously each 
year. The advantages are numerous: the courses and 
lectures, which are furnished by recognized medical 
schools, are highly interesting and subject matter 
which ihe general practitioner can use. Because the 
courses are nearby, and no office time is lost, all 
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OPENING AN OFFICE 


Since 1860 A. S. Aloe Company has seen three 
generations of physicians open new offices. We 
have helped thousands equip or re-equip offices. 
Today we are a national institution with 13 ship- 
ping points, and more than 200 representatives. 
We have a definite extended payment plan tai- 
lored for you alone. Added services, such as 
equipment check lists, office planning, and loca- 
tion service are yours for the asking. Write for 
complete information. 


A. 8. Aloe Company AND SUBSIDIARIES 
1831 Olive St. St. Louis 3, Mo. 


MINNEAPOLIS KANSAS CITY DALLAS 


specific I 
for older hypertensives | 
where potent 


hypotensive drugs 


are contraindicated 


Each tabule supplies: 4 


Cryptenamine 40 C.S.R.* Units 
(as tannate salts) 


Sodium Nitrite 1 gr. 

Phenobarbital er. 
*Carotid Sinus Reflex 

Bottles of 100, 500 and 1000. 


IRWIN, NEISLER & COMPANY 


DECATUR, ILLINOIS * TORONTO 1, ONTARIO 


LOS ANGELES SAN FRANCISCO SEATTLE 


NEW ORLEANS ATLANTA WASHINGTON, D. C. 
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Mulcin-time can’t come too soon for small fry. 
Mulcin has such a delicious orange flavor that 
children of all ages clamor for more. 


Mulcin® contains all vitamins for which Recom- 
mended Daily Allowances have been established. 
Protected potency makes refrigeration unneces- 
sary. Smooth and easy to pour, Mulcin is appre- 
ciated by mothers too. 


Worn PUTS A SMILE IN 


Each teaspoon of 
Mulcin supplies: 


Vitamin A 3000 units 
Vitamin D 1000 units 
Ascorbic acid 50 mg. 
Thiamine 1 mg. 
Riboflavin 1.2 mg. 
Niacinamide 8 mg. 
All vitamins in synthetic 
(hypoallergenic) form. 


In small 4-o0z. size, popular 
8-0z. prescription size and 
large 16-0z. economy size. 


the orange-flavored 
multivitamin liquid 


THE VITAMIN 


MEAD JOHNSON & COMPANY + EVANSVILLE, INDIANA, U.S.A. G29 
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physicians may attend. The cost is minimal. Other 
problems that confront doctors attending postgraduate 
courses away from home or on long-term basis are 
practically eliminated. The fact that topics are selected 
by those enrolled is another drawing card. 

Officers of the chapter highly recommend this plan 
to other chapters which are located within a short 
driving radius of medical schools. The Planning Com- 
mittee of the Orange County chapter says it will be 
happy to assist any group in setting up such a pro- 
gram. This committee consists of Drs. Emmett M. 
Pettis, president; Le Grand D. Spencer, president- 
elect; and Joseph H. Bray, secretary-treasurer. 


Editorial Explains That West Virginia 
Doctors Will Be at Scientific Meeting 


BerorE the West Virginia chapter’s annual scientific 
meeting this spring, it made a good public relations 
gesture by informing the public that if family doctors 
were hard to find for a couple of days it would be be- 
cause they were tending to another phase of their work 
—keeping up on postgraduate study. 

The following is an editorial submitted by the West 
Virginia chapter to the Charleston (West Virginia) 
Gazette which might serve as a pattern for similar proj- 
ects by other state groups. 

“Your family doctor may be a little hard to find this 
weekend. Perhaps he’ll have another physician looking 
after any emergency calls that come up. 

“The doetor, if he can get a colleague to stand in 
for him, will be engaged in another aspect of his job— 
keeping abreast of the many new developments in 
medicine and surgery of the past few months. 

‘At the Daniel Boone Hotel, 16 authoritative speak- 
ers, each an expert in his field, will be passing along to 
the general practitioner the fruits of their research in 
laboratory, operating room and clinic. 

“Some measure of the immensity of the doctor’s task 
in keeping up to date can be gained from a single sta- 
tistic: Ninety per cent of the prescriptions written last 
year couldn’t have been filled in 1935; the drugs didn’t 
exist then. The practicing physician who interned in 
the early 1930’s is using few of the therapeutic methods 
he learned then. He’s had to master the new tech- 
niques as they came along. 

“Constant study is required, all at the doctor’s own 
expense and on his own time. Medical literature has 
become so voluminous that for several years there was 
a threat that the family doctor might become extinct, 
each doctor preferring to concentrate on only a portion 
of the vast field that is modern medicine. 

“In 1947 a group of doctors who believed strongly 
in the concept of treating the whole patient rather than 
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PRESENT CLINICAL EVIDENCE INDICATES GORIDEN ts NOT HABIT FORMING. 
(scored), 0.25 Gm. and 0.5 Gm. 


Angina pectoris 


prevention 
Most efficient of the new long-acting 
nitrates, METAMINE prevents angina at- 
tacks or greatly reduces their number and 
severity. Tolerance and methemoglobi- 


nemia have not been observed with 
METAMINE, nor have the common nitrate 


side effects such as headache or gastric 
irritation. Dose: 1 or 2 tablets after each 
meal and at bedtime. Also: METAMINE 
(2 mg.) with BUTABARBITAL (14 gr.), bot- 
tles of 50. THOS. LEEMING & CO., INC., 
155 EAST 44TH STREET, NEW YORK 17, N.Y. 


unique amino nitrate 


triethanolamine trinitrate biphosphate, Leeming, tablets 2 mg. Bottles of 50 and 500 
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a specific disease ; looking after a person’s entire state 
of health rather than certain types of crises; organized 
to change this trend. They formed the American Acad- 
emy of General Practice, dedicated to increasing the 
value of the family doctor to his community. 

“The Academy has grown to become the second 
largest national medical organization, with chapters in 
all states and territories. It is the West Virginia Acad- 
emy of General Practice that has arranged this week- 
end’s sessions of postgraduate education. 

“From the beginning, the Academy has held that 
education is the keynote in providing good medical 
care. It insists under threat of expulsion that its mem- 
bers absorb a minimum of 50 hours of postgraduate 
work a year, and it provides meetings like this one to 
help the doctor meet that requirement. 

‘Without casting aspersion on any of the fine spe- 
cialists now providing their special skills where needed, 
it is the family doctor—who comes at any hour of the 
day or night to treat the sudden injury or the unidenti- 
fied sharp pain—who carries on the finest traditions of 
the profession. 

*Although he may be hard to reach this weekend, on 
Monday the family doctor will be better equipped to 
heal the sick. He’ll then have at his disposal the most 
recent findings of almost a score Of the nation’s finest 
medical centers.” 


iz Survey on Nation’s Postgraduate Education 
Sets 50 Hours as Reasonable Yearly Study 


THE LAST OF A SERIES of eight articles covering a com- 
prehensive survey on postgraduate medical education 
in the nation will appear in the June 4 issue of the 
Journal of the American Medical Association. It will be 
entitled, “The Future of Postgraduate Medical Edu- 
cation.” 

The survey now completed after two and a half years 
of work by the AMA Council on Medical Education 
and Hospitals included field visitations to most of the 
300 or more institutions 
and organizations offering 
postgraduate coursesas well 
as a study of questionnaires 
received from a random 
sample of almost 5,000 phy- 
sicians. 

Dr. Douglas D. Vollan, 
assistant secretary of the 
AMA Council on Medical 
Education and Hospitals, 
who has worked on this 
study, reports that the aver- 
age American physician, 


Douglas D. Vollan, M.D. 
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HEALTH 


Make Your Next Business Meeting or ie 


. .a successful combination of business, pleasure 
Fwy and healthful relaxation at this world-famous 
€ Spa Resort. American Plan accommodations for 
Wi up to 500 guests. Ample 
meeting and exhibit 
space. Wonderful food, 
plus all sports and social 
activities, efficacious min- 
eral waters and baths. 
No distractions! For 
dates and bookings write 
Manager. 


THE ELMS HOTEL, Excelsior Springs, Mo 
Telephone - Excelsior Springs 1100 


PERMANENT BINDING FOR YOUR GP COPIES 


The desire to preserve the issues of GP for per- 
manent reference has brought an increasing number 
of inquiries from subscribers for advice as to where 
they can have this binding done. As a result of some 
extensive investigation, we feel that the most satis- 
factory and economical results can be obtained by 
selecting a capable bindery, specializing in this type 
of work, which will follow our specifications and 
produce an attractive, well-bound book, at a reason- 
able price. 


We are pleased to announce that PABS (Pub- 
lishers Authorized Binding Service), 308 West 
Randolph Street, Chicago 6, Illinois, has been 
selected as offering this type of service. They will 
bind six issues of any volume in the best grade of 
washable “GP Blue” buckram, with gold stamping 
on the spine and the subscriber’s name in gold on 
the front cover. The cost is $3.60 per volume. Send 
the six issues to Chicago, express or parcel post pre- 
paid, with check or money order payable to PABS. 
The bound volume will be returned, transportation 
prepaid, by the bindery. 
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who puts in a 60-hour work week, spends approxi- 


mately ten hours a week just keeping up his medical 


education. 

The study showed that 1,481,061 physician-hours 
were spent in class for 1952-53, but Dr. Vollan said it 
also showed that this was not enough. The results of 
the study indicated that one week or 50 hours of post- 
graduate medical education a year is a “reasonable 
amount” to allow physicians to keep up with medical 
progress. (This bears out the Academy’s membership 
ruling that each member must have the equivalent of 
50 postgraduate study hours annually or 150 every 
three years.) 

Dr. Vollan said the American physician is likened 
“to a shiny new automobile, the product of a very large 
initial investment but one that requires constant care, 
repair and refueling in order to do the job for which 
it is intended.” 


Blue Cross-Blue Shield Announce Policies 
To Protect Against Long Expensive Illness 


Biue Cross and Blue Shield are preparing to extend 
hospital-medical insurance policies to protect the pub- 
lic against expensive illnesses of long duration, accord- 


ing to an announcement released at the plans’ recent 
national conference in Chicago. 

Delegates from every state and Canada were urged 
to return to their home communities and formulate a 
plan adaptable to local conditions. 

A special three-man committee, which has been 
studying the problem the last two years, laid down 
details of the proposal which would be “‘within the 
financial capabilities of any working man.” 

Under the present basic policies, the most typical 
plan pays for 70 hospital days a year. Under the ex- 
tended coverage, about two years of hospitalization 
would be permitted. This would cover such costly and 
drawn-out ailments as last-stage cancer, tuberculosis 
and mental illness. It would pay for private and visit- 
ing nurses’ services—medical costs not now covered. 

To avoid abuse of the policy, the insured would be 
required to pay 20 per cent of the bill. A member of the 
committee estimated the extra cost of the average ex- 
tended policy would be 75 cents to $1.25 a month per 
individual and $2 to $3 per family. 

During the national conference, Academy member, 
Dr. Francis T. Hodges, who is a past president of the 
California Physicians’ Service, was elected vice presi- 


dent of the Blue Shield Commission. 


BASIC IN HYPERTENSION 


(RESERPINE, LILLY) 


In hypertension, ‘Sandril’ often 
produces the desired reduction of 
blood pressure. In severe cases, 
‘Sandril’ supplements the action 
of ‘Provell Maleate’ (Protovera- 
trine A and B Maleates, Lilly). 


SUPPLIED: 


Tablets—0.1, 0.25, and 1 mg. SG 
Elixir—0.25 mg. per 5-cc. tea- lly 


spoonful. 
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Medical News in Small Doses: 


Dr. Cuartes L. Farrett, Academy member from Paw- 
tucket, R. I., has been appointed a member of the 
Medical Advisory Committee to the Social Security 
Administration on disability evaluation under the 
Bureau of Old Age and Survivors’ Insurance. . . . Per- 
sons wishing to present a paper at one of the scientific 
sessions during the annual meeting of the American 
Heart Association October 22-26 in New Orleans are 
asked to submit an abstract, not exceeding 300 words, 
in duplicate, to the Medical Director, American Heart 
Association, 44 East 23rd Street, New York City 10, 
N. Y., not later than July 1. . . . The March issue of 
Industrial Medicine and Surgery carried two papers on 
general practitioners and medical services for farms 
and small industries by Dr. William J. Shaw of Fayette, 
Mo., a past Board member of the Academy. . . . This 
spring, Congress was asked to authorize grants and 
scholarships for training doctors and dentists for the 
armed services. The bill, requested by the Defense de- 
partment, was introduced by Senator Richard Russell 
(D. Ga.), chairman of the Armed Services Committee. 
Students would receive $133 a month, plus tuition and 
fees, with the understanding they would join the 


armed forces upon graduation. . . . At the initial meet- 
ing of the 1955 Medical Forum series, held recently in 
Shreveport, La., Dr. J. P. Sanders, a past president of 
the Academy, was one of the guest speakers. The 
Forum series is sponsored by The Shreveport Times and 
the Shreveport Medical Society. The program was on | 
medical fees and hospital costs. . . . Two Missouri chap- 
ter members, Dr. Dayton I. L. Seabaugh of Jackson 
and Dr. E. Royse Bohrer of Jefferson City, have been 
elected to offices in the Missouri State Medical Asso- 
ciation. Dr. Seabaugh is one of the three new vice 
presidents and Dr. Bohrer was re-elected secretary. . . . 
The appointment of John W. Castellucci as executive 
director of the Blue Shield Commission—national co- 
ordinating agency of the 77 Blue Shield voluntary, 
nonprofit, medical care plans—has been announced by 
Dr. L. Howard Schriver, president of the commission. 
. . . HEW reports that it has inaugurated a series of 
training courses for physicians and other professional 
health personnel who would be called to duty in the 
event of enemy action or other national emergency. . . . 
An article on “Problem Patients” (addicts, alcoholics 
and neurotics) by Dr. Louis F. Rittelmeyer, Academy 
member, appeared in the April issue of The Journal 
of the Student American Medical Association. 


Major ADVANTAGES: Has pronounced antibacterial action. Detoxifies and 
adsorbs intestinal irritants. Soothes the mucosa. Tasty chocolate-mint flavor. 


Adult dosage: 114 to 2 tbsp. six times a day. Children and infants in proportion. 
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Cremosuxidine. 


SULFASUXIDINE® SUSPENSION WITH PECTIN AND KAOLIN 


Philadelphia 1, Pa. 
DIVISION OF 
MERCK & CoO., INC. 
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When you specify the Pfizer, antibiotic 
of your choice Stress Fortified with 
the B-complex, C and K vitamins 


recommended by the National Research 
Council, be sure to write ~ | \* 
on your prescription 


antibiotics Stress Fortified 
with vitamins include: 


Terramycin-SE 


Brand of oxytetracycline with vitamins 
CAPSULES 250 mg. 


Tétracyn-SFE 


Brand of tetracycline with vitamins 
CAPSULES 250 mg. 

ORAL SUSPENSION (fruit flavored) 
125 mg,./5 cc. teaspoonful 


The minimum daily dose of each antibiotic (1 Gm. of 
Terramycin or Tetracyn, or 600,000 units of penicillin) 
Stress Fortifies the patient with the stress vitamin formula 
recommended by the National Research Council: 


Ascorbic acid, U.S.P. 300 mg. Calcium pantothenate 20 mg. 
Thiamine mononitrate 10 mg. Vitamin By, activity 4 mcg. 
Riboflavin 10 mg. Folic acid 1.5 mg 


Niacinamide 100 mg. Menadione 
Pyridoxine hydrochloride 2 mg. (vitamin K analog) 2 mg. 
*Trademark 


PFIZER LABORATORIES, Division, Chas. Pfizer & Co.,Inc., Brooklyn 6, N. Y. 
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News from the State Chapters 


Tue Wlinois CHAPTER is putting the finishing touches 
to its seventh annual postgraduate project which will 
be given this year (see cuts). Its sixth annual program, 
which was given at 17 school points throughout the 
state last year, was attended by 623 members. Aili five 
medical schools in Chicago cooperate with the Illinois 
chapter in providing a faculty for the Academy’s 
course and have been most helpful with administrative 
problems. The courses have been enthusiastically re- 
ceived by the members as witnessed by the increasing 
percentage of those who take them each successive year. 

The Commission on Hospitals of the Illinois chap- 
ter made a survey in March through a questionnaire 
included in its publication, Family Physician, to secure 
information concerning general practice in hospitals. 

Privileges, including voting privileges, restrictions, 
educational contributions and majority staff control 
were the major facets on the form to be filled in and 
mailed back to the commission. 
> A successful “first” was marked up by the Texas 
chapter’s initiation of an annual Local Chapter Work- 
shop for local chapter officers which was held in con- 
junction with the chapter’s interim session recently 
in Austin. Sixty members registered for this initial 
meeting of an annual workshop, presided over by Dr. 
Bonham Jones, chapter president. Fourteen of the 20 
local chapters were represented by one or more offi- 
cers. Reports on work in progress in the state chapter, 
followed by question and answer periods, were made 
by state officers and committee chairmen. Dr. E. Sinks 
McLarty of Galveston explained the Academy’s post- 
graduate education program. The interim session in- 
cluded a meeting of the board of directors with local 
chapter officers sitting in. Discussions concerning the 
chapter’s annual assembly included a vote to reduce 
the registration fee, as well as to allot to each register- 
ing member four tickets in addition to admission to all 
scientific lectures. These tickets are for the pre-as- 
sembly cocktail buffet; two luncheons; and the ban- 
quet and ball. The annual scientific meeting will be 
held September 19-21 in Fort Worth. 

The Texas chapter president, Dr. Jones, has named 
seven Academy members for the consideration of the 
Committee on Mental Health of the Texas Medical 
Association, to serve as the general practice members 
with psychiatrists on the seven teams now being 
formed to examine state hospitals. Each of the seven 
teams will be made up of one general practitioner and 
two psychiatrists. Dr. Andrew Tomb, member of the 
Committee on Mental Health, suggested to the com- 
mittee that a man doing general practice should serve 
in addition to the two psychiatrists originally con- 
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program for the coming year gets under way with Dr. Rebert M. 
Fonner (center), the chapter’s chairman of the commission on educa- 
tion, pointing out an item to potential scientific speakers (left to 
right)—Dr. Lowell T. Coggeshall, dean of the University of Chicago 
Medical School; Granville A. Bennett, dean of the University of Illinois 
College of Medicine; Dr. Fonner, Dr. Dewey M. Roberts, chapter pres- 
ident; and Dr. Richard H. Young, dean of Northwestern University’s 
Medical School. 


Illinois Planning Group. Officers of the Illinois chapter join here 
with the chapter’s commission on education, chapter registrars and 
the medical school deans, to make plans for their seventh annual 
postgraduate project. 


sidered for each of the seven teams. He emphasized 
that the man doing general work—caring for persons 
from every walk of life—is in a position to offer valu- 
able opinions and constructive counsel in regard to 
the state hospitals. The State Board of Hospitals and 
Special Schools will make the final appointments. 

> Dr. Albert Weyman, Cincinnati, led the Cincinnati 
(Ohio) chapter in conducting an excellent program for 
the Ohio chapter and the Southwestern Ohio Society 
of General Physicians during the Ohio State Medical 
Association’s annual convention in Cincinnati in April. 


Dr. Elliott W. Schilke, Springfield, was chairman and 
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Postgraduate Outlook. Illinois chapter’s postgraduate educational 


Dr. Floyd McCammon, Van Wert, was secretary. Both 
Drs. Schilke and McCammon are Ohio chapter 
members. 

> Dr. John A. Brown of Lincoln, was recently elected 
to the post of secretary-treasurer of the Nebraska 
chapter. Dr. Brown succeeds Dr. W. E. Hungerford 
of Omaha, who has resigned from that office. 

> A one-day symposium on diseases of the heart was 
sponsored by the lowa chapter on May 19. Dr. Frank 
D. McCarthy, chapter president, acted as moderator 
of the morning session at which two New York state 
and one Massachusetts physicians spoke. They were 
Dr. Matthew N. Leny of Albany, Dr. J. Scott Butter- 
worth of New York City and Dr. Dwight E. Harken of 
Boston. The afternoon session was moderated by the 
vice president, Dr. C. A. Nicoll. Two more doctors 
from New York City—Drs. Leo Lowe and Joseph G. 
Benton—and a Chicago physician, Dr. Walter S. 
Priest, addressed Iowa members during this session. 
The meeting concluded with a question and answer 
period. Members’ wives were entertained at an after- 
noon program. 

> New officers elected at the annual meeting of the 
West Michigan chapter included Dr. William Rod- 
gers, president. Dr. Fred Brace was elected president- 


elect, Dr. Charles Farber, vice president, and Dr. | ohn 
F. Failing, secretary-treasurer. Dr. Rodgers will suc. 
ceed Dr. Frank Burroughs, Grandville, retiring pvesi- 
dent. 

The chapter, which has members in 12 west Michi- 
gan counties, has voted to work for the gradual raising 
of the status of general practitioners in the hospitals, 
It is particularly interested in having hospital privi- 
lege’ and opportunities increased for new, young prac- 
titioners, several of whom were inducted into the 
chapter at this meeting. 
> A Tri-State clinical meeting of the New Hampshire, 
Vermont and Maine chapters was held late in April 
in Concord, New Hampshire. It was the second annual 
meeting of the group. 

Two seminars, the second and third in a series, 
were conducted by the New Hampshire chapter in 
March and late May. Fluids and electrolytes was the 
subject of the second meeting held at the Grafton 
County Hospital in Haverhill. The lecture, ‘Diabetic 
Acidosis: Fluid and Electrolyte Aspects,” was de- 
livered by Dr. Jackson W. Wright, assistant professor 
of medicine at Dartmouth Medical School. The third 
seminar, held at Littleton Hospital, was on “Certain 
Practical Aspects of Electrolyte Imbalance.” Dr. Joshua 


A| DORSEY | preparation. 


in the control 
of allergic 
symptoms— 


Why risk side effects from 
one antihistamine when a combination 
of three antihistamines means 

greater safety. 


MULTIHIST® 


an effective, safer combination of three antihistamines. 


Available in Capsules and exceptionally palatable 
fruit-flavored Syrup, (half-strength) for children. 
Each capsule contains: 


Pyrilamine maleate 10 mg. 
Prophenpyridamine maleate 10 mg. 
Phenyltoloxamine dihydrogen citrate ............ 10 mg. 


Syrup: Each 5 cc contains half of the above. 


Smith-Dorsey * Lincoln, Nebraska * A Division of The Wander Company 
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Burnett, instructor in medicine at Dartmouth, dis- 
cussed how it relates to congestive heart failure, and 
Dr. Robert J. Vanderlinde, also an instructor in medi- 
cine at Dartmouth, talked on its relation to disorders 
of the gastrointestinal tract. 

> Members of the Indiana chapter met in Indianapolis 
in April for its seventh annual scientific session. A late 
bulletin notified members of a program change which 
allowed for a pariel discussion on the Salk vaccine. 
The panel included Dr. C. J. Roach and Dr. Clyde 
Culbertson of Eli Lilly & Company, Dr. Wendell 
Anderson of the Indiana State Board of Health and 
Dr. Lall Montgomery of the State Medical Association. 
The three-day meeting featured scientific speakers from 
Indianapolis, University of Tennessee, Yale Univer- 
sity, Western Reserve University and Emory Univer- 
sity. Technical exhibits were open to registrants the 
last two days of the meeting. To ease eating facilities, 
a buffet lunch was set up in the host-hotel the second 
two days. The annual banquet, held the second night, 
was a joint meeting with the Indianapolis Medical 
Society, with Dr. Kenneth B. Babcock, director of the 
joint Commission on Accreditation of Hospitals, 
speaking on accreditation of hospitals. A luncheon was 
planned for the ladies by Mrs. O. T. Scamahorn and 


Mrs. M. O. Scamahorn, co-chairmen of the ladies’ 
program. A musical background provided entertain- 
ment and door prizes, as well as a favor from Hawaii 
for everyone attending, were given. Miss Hollings- 


worth, Consumers Relations, L. S. Ayres and Com- 


pany, gave a talk on “Hoosier Hospitality for 1955.” 
The Terre Haute road show, one of a series, was 
held in April by the Indiana chapter in conjunction 
with the Terre Haute Academy of Medicine. Hotel 
Deming was the site of two sessions, one in the after- 
noon and one in the evening. Two guest speakers gave 
scientific talks on hypertension. The speakers were 
Dr. H. Mitchell Perry, Jr., Washington University ; 
and Dr. Brewster, director of the Professional Edu- 
cation Section of the American Cancer Society. Dr. 
J. R. Showalter and Dr. Hubert T. Goodman were 
local arrangements’ chairmen of the show. Following 
the Terre Haute show, the Muncie show was spon- 
sored by the Indiana chapter and the Muncie Academy 
of Medicine which included a social hour and a dinner. 
Dr. Robert A. Davison, head of the Department of 
General Practice of the University of Tennessee, spoke 
on “The Relationship Between Family Doctors and 
Specialists.” Dr. Paul E. Burns of Montpelier ar- 
ranged details for the Muncie show. Dr. Davison, an 
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Academy member, was also guest speaker at the Indi- 
ana annual meeting in April. 

> The Pennsylvania chapter held its annual meeting 
May 12-15 in Wernersville. Galen Hall Hotel and 
Country Club, a mountain site, was the site of the 
scientific meeting. Wives and children were also 
invited. 

> At its winter refresher session, the Duluth (Minne- 
sota) chapter had four Minneapolis doctors as guest 
speakers. ‘Fluid and Electrolyte Balance” was the 
topic of the meeting held in St. Luke’s Hospital. The 
Minneapolis speakers were Drs. R. J. Frey, Richard B. 
Raile, John LaBree and W. P. Eder. Duluth president, 
Dr. J. K. Butler of Carlton, presided. 

> Dr. Louis H. Bauer, a past president of the AMA, 
heads the list of distinguished speakers who presented 
the scientific program at the third annual scientific 
session of the West Virginia chapter in April. Scien- 
tific papers covered four fields—pediatrics, medicine, 
obstetrics and gynecology, and surgery. Each discus- 
sion closed with a question and answer period. Dr. T. 
Maxfield Barber, Charleston, president of the chapter, 
presided throughout the two-day meeting. Papers 
were presented by three deans of major medical schools 
and 13 other noted physicians, who are with major 


hospitals or schools of medicine. Dr. Bauer spoke at a 
banquet on Saturday night; “World Status of the 
General Practitioner”’ was his topic. 

> The Tulsa (Oklahoma) chapter had as its ¢uest 
speaker at a recent meeting, Dr. Henry A. Strade, 
Associate Medical Director for E. R. Squibb & Sons, 
New York, who spoke on ‘Practical Antibiotic '!her- 
apy.” Dr. Strade is a member of the New York Acade- 
my of Medicine, the American Society for Clinical Re- 
search and the New Jersey Academy of Medicine. His 


researches in liver function have been the subject of 


- several recent articles published in national medical 


journals. The program was preceded by the chapter’s 
regular monthly dinner to which all medical doctors 
were invited. 

> New officers for the Virginia chapter are Dr. F. 
Elliott Oglesby, president; Dr. Charles G. Young, 
president-elect; Dr. Richard Crossen, vice president; 
Dr. Charles L. Williams, secretary; and Dr. Wayne C. 
Campbell, treasurer. Newly elected directors of the 
board are Drs. Reuben F. Simms and R. S. Faris. 

> A pediatric seminar was held recently by the Mary- 
land chapter in cooperation with the Pediatric De- 
partment of the University of Maryland Medical School 
in Baltimore, which is headed by Dr. Edmund J. Brad- 
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ley. Four outstanding doctors presented the one-day 
program in honor of Dean H. Boyd Wylie of Mary- 
land’s medical school. A luncheon was served to all 
guests. 

> The Tennessee chapter met for its own scientific 
session the second day of the 120th annual session of 
the Tennessee State Medical Association held at 
Chattanooga in April. Scientific addresses were given 
on two noteworthy subjects at the chapter meeting. 
Dr. Morris E. Dailey of the University of California 
Medical School at San Francisco spoke on gastric 
carcinoma and Dr. N. Edward of Memphis, spoke on 
management of upper gastrointestinal hemorrhage. An 
informal Dutch treat dinner preceded a business 
meeting. 

> A teaching day on office practice was presented by 
the Brooklyn (New York) chapter the first of this 
month and was open to all general physicians of 
Brooklyn. It signified a long-term plan with major 
objectives in the fields of membership, postgraduate 
medical education, community service, medical eco- 
nomics and legislation. The Brooklyn chapter is one 
of the fastest growing medical groups, possibly because 
of its great concentration of general physicians. The 
list of top-ranking speakers for the session included 


Drs. Walter C. Alvarez, O. E. Van Alyea of Chicago, 
Leo Criep of the University of Pittsburgh School of 
Medicine, William Likoff and L. Kraeer Ferguson of 
Philadelphia and Dr. Robert Greenblatt of Augusta, 
Georgia. 

The Westchester (New York) chapter conducted 
its second annual scientific meeting May 4 in White 
Plains, in cooperation with the New York Medical 
College. A program on recent advances in therapy 
featured six scientific speakers. Drs. Linn J. Boyd, 
David Scherf and Milton J. Raisbeck, all professors of 
medicine at the medical college, were morning-session 
speakers. They brought the morning to a close with a 
panel discussion. The afternoon program had as speak- 
ers, Drs. Thomas Hodges McGavack, Kurte Lange 
and David Lehr, also professors of the medical school. 
Each afternoon address was followed by a short dis- 
cussion period. 
> A recent symposium on gastrointestinal diseases 
was sponsored jointly by the Delaware chapter and 
the University of Delaware. Five physicians gave talks 
at the meeting which was held in Wilmington. Dr. 
Abraham H. Aaron, Buffalo, spoke on “Acute Ul- 
cerative Enteritis”; Dr. Edward Marshall, Cleveland, 
Ohio, spoke on “Treating Peptic Ulcers with Unre- 


FIRST IN HAY-FEVER RELIEF! 


*«.. .results obtained with PHENERGAN in symptomatic relief of pollen hay fever 


were far superior to those obtained with any other antihistaminic agent.”’' 
1. Silbert, N. E.: Ann. Allergy 10:328 (May-June) 1952 
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Telecast Draws Mississippians. This is but a partial view of the 
more than 100 Mississippi physicians who gathered in Jackson on 
February 24 to see the Academy-sponsored closed circuit TV program 
which marked a milestone in medical postgraduate education. 


stricted Diet”; Dr. Edward Weiss gave a talk on 
‘Emotional Factors in Gastrointestinal Disorders”; 
Dr. H. Taylor Caswell talked on “Differential Diagno- 
sis in the Acute Abdomen”; and Dr. Arthur Finkle- 
stein talked on “Aspects of Radiology in Gastroenter- 
ology.” Drs. Weiss, Caswell and Finklestein are all of 
Philadelphia. The meeting closed with a discussion 
period of questions turned in at the meeting by mem- 
bers, and a distribution of digests of the talks. 

» The New Mexico chapter held a business meeting 
May 3 in Albuquerque. It was preceded by a dinner. 


WHAT OTHERS ARE SAYING. 


British College of General Practitioners 


THE SECOND annual general meeting of the British College 
of General Practitioners having been held on November 20, 
1954, a brief comment on the progress that the College 
has made in its two years of existence will be of interest, 
The information is contained in the second annual report, 
published in the December issue of the Practitioner. 

At the time the report was prepared the meeting had 
not yet taken place; the first general gathering had been 
held in the Great Hall of B.M.A. House on November 14, 
1953, at which time Dr. William Norman Pickles, of Ays. 
garth, Yorkshire, was installed as the first president of the 
College. The Scottish Council was formed in the following 
month. 

The total membership recorded as of the end of Sep- 
tember, 1954, was 2,967, consisting of 2,539 members and 
428 associates, of whom 345 were in the overseas contin- 
gents—126 in Australia, 49 in New Zealand, 16 in Malaya, 
71 in Eire and 83 in other countries. Canada’s indepen- 
dent College of General Practice was established in June, 
1954, and cordial relations exist between the two. 

During the year the last regional faculties in the British 
Isles were formed, making 27 in all, including 5 overseas. 


The high degree of solubility of “Thiosulfil” combined with 
its high bacteriostatic activity and low acetylation rate insure 


rapid and effective action with virtually no side effects. 


Brand of sulfamethylthiadiazole 


safest, most effective sulfonamide 


for urinary tract infections 


Ayerst Laboratories * New York, N. Y. © Montreal, Canada 
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These faculties are in a way analogous to the state acade- 
mies of general practice in this country, operating as com- 
ponent parts of the whole. So far as possible each faculty is 
centered in a city with a university and a medical school. 

Various activities have been planned, to be initiated by 
the College or for its participation. Among them two as- 
pects of undergraduate education are under consideration 
—instruction in the problems of general practice by gen- 
eral practitioners, working with the medical schools 
through lectures and preceptorships, and the adaptation 
of medical-school curriculums to the teaching of general 
practice, with aid in the selection of students. Another 
important activity will be the continued development of 
postgraduate education through the planning and arrang- 
ing of courses. 

The promotion of research in general practice, in which 
the College’s first president has set such a conspicuous 
example, will be one of the organization’s major concerns. 
This will be carried on in various ways: through College- 
sponsored investigations, such as a study of the value of 
sulfonamides and antibiotics in preventing bacterial com- 
plications of measles, with 130 members participating, and 
through faculty-sponsored and individual investigations. 

The careful staff work that has gone into the organiza- 
tion of the College and the planning of its activities shows 
a zeal and an industry that will ensure its continuing value 


to the profession.—.New England J. Med., 252: 409, 1955. 


WHAT OTHERS ARE SAYING . 


These Specialists in the Patient 


One of the happier signs of the time, surely, is the return 
of the general medical practitioner—sometimes referred to 
as the “family doctor.” Until recently, he has been losing 
ground in the profession as more and more young men and 
women interested in medicine turned to specialization. And 
then someone made the discovery that what most people 
need most of the time is not some specialist, however valu- 
able and essential his services might be, but someone to 
take care of them when no specialist is required. 

With this the American Academy of General Practice 
began to take shape as a suitable forum for the advance- 
ment of this idea and a means for keeping the general prac- 
titioner on his toes. The West Virginia academy: of this 
organization is meeting in Charleston this week-end, and 
its program, which includes some of the most distinguished 
figures in medicine, is enough to impress even the laymen 
with the progress and possibilities in this field. 

The general practitioner is no longer the familiar figure 
in black, passing out calomel by the cupful. He is pretty 
much a specialist in his own right by now—a specialist who 
specializes in the patient and not the disease.— The Charles- 
ton Daily Mail, April 16, 1955. 
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for protection in capillary 
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VALLESTRIL°—THE SELECTIVE ESTROGEN 


‘Target Action’ on Vaginal Mucosa 


“*Vallestril is an effective synthetic estrogen... 


singularly free from toxic effects and 


complications, especially uterine bleeding.’’* 


SK > 


~ wi 


Postmenopausal mucosa—thinning and atrophy of layers. Vallestril slows transitional phase during menopause. 


Vallestril, brand of methallenestril, is preferen- the pain of postmenopausal osteoporosis and the 
tially indicated whenever estrogens are of value. pain of osseous metastases of prostatic carcinoma. 
Its — DOSAGE: Menopause: One tablet (3 mg.) two 
f or three times daily for two or three weeks, fol- 
trum and, therefore, the incidence Of wi = lowed by one or two tablets daily for one month 


bleeding is exceedingly low. or longer depending on the patient’s response to 
therapy. Supplied only in scored tablets of 3 mg. 
The failure to encounter withdrawal bleed- G. D. Searle & Co., of 
ing in any patient was most gratifying... Medicine 


unique as well as clinically advantageous.”’* 


ac hs *Sturnick, M. I., and Gargill, S. L.: New England J. 
Vallestril quickly controls menopausal symptoms, Med. 247:829 (Nov. 27) 1952. 
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in vaginitis 


| MILIBIS® 


effective 


VAGINAL SUPPOSITORIES... The effectiveness of 
Milibis Vaginal Suppositories has been uniformly high 


in cases of vaginitis due to trichomonal, monilial, or mixed bacterial (nongonococcus) 
pathogens. A recent clinical study of 510 cases of vaginitis (including 169 cases of 
trichomoniasis) treated with Milibis showed a 94 per cent favorable response as demon- 
strated by disappearance of vaginal discharge and return of normal vaginal flora.’ 


THERAPEUTIC REGIMEN WITH MILIBIS VAGINAL SUPPOSITORIES 


“Simple ...no esthetic discomfort to the patient ... 
rare and inconsequential side effects.” (Shanaphy)* 


A Milibis suppository should be inserted in the vagina 
on alternate nights for a series of from 5 to 10 admin- 
istrations. Acid douches (1 tablespoonful of vinegar 
and 2 teaspoonfuls of pHisoHex* in each quart of 
warm water) may be used in conjunction with Milibis 
therapy. Reich? and his associates recommend acid 
douches followed by insertion of a Milibis suppository 
nightly for 5 consecutive administrations, and there- 
after office treatment twice weekly throughout the 
month, including the menstrual period. 


In particularly refractory cases, the course of treat- 
ment may be expanded, or dosage increased to 1 sup- 
pository twice daily for two weeks. 


In all types of vaginitis, the patient should be exam- 
ined after each menstrual period for several successive 
months, even when the infection has disappeared. 


Mutts Vaginal Suppositories are supplied in boxes 
of 10, each suppository containing 0.25 Gm. Milibis 
in a gelatin-glycerine base. 


1. Shanaphy, J. F.: New York Jour. Med., in press. 


2. Reich, W. J.; Rubenstein, M. W.; and Reich, J. B.: Mary- 
land Med. Jour., 2:241, May, 1953. 


*pHisoHex® —an antiseptic, emollient, soapless cleanser—should be mixed with %4 cup of hot water before adding to douche solution. 


ant 
- 
DV Inc. New York 18, N. ¥.— Windsor, Ont. 


Milibis (brand of glycobiarsol) and pHisoHex, trademarks reg. U.S. Pat. Off. 
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MEMO FROM THE PUBLISHER 


Every BUSINESS, trade or profession inevitably develops an argot 
of its own. Such cant usually includes some esoteric slang, mean- 
ingful only to initiates. The publishing business is no exception. 

For example, among those who make a career of studying read- 
ing habits, “skim” and “flip” have come to indicate two types of 
readers who are, unfortunately, considerably more numerous 
than a lot of publishers would like to admit. The “skipper” is 
like a flat stone thrown across a pond—he gets to the other side, 
but never penetrates the substances he touches on the way. The 
“flipper,” on the other hand, is a pogo stick sort of reader who 
bounces haphazardly from spot to spot. His penetration is ex- 
cellent, wherever he lands—but he completely misses all the 
material in between. 

To these we would add a third type—the “floater.” This in- 
dividual punctiliously turns every page and is under a firm con- 
viction that he is actually reading. But his mind is really floating 
up in the clouds, concerned with other things, while his eyes 
slide over the lines. The word images stop dead at the back of his 
eyeballs and, like the “skimmer,” his brain never gets a chance 
to penetrate to the meaning the words are designed to convey. 

We are happy to have found that few readers of GP fall in any 
of these groups. Periodic studies have been made of their reading 
habits by independent research organizations. They disclose 


~ that GP’s subscribers read each issue thoroughly, studying as they 


read. Because they read GP to learn—not merely to relax—they 
absorb the knowledge. Furthermore—and this is probably unique 
among all publications—it appears that they go through each 
issue twice. First, they concentrate on the scientific articles and 
other editorial material, reading in full those articles which pique 
their interest. (They get a gist of the content in the few lines 
above each title.) Then they go back and study the advertising 
sections, obviously recognizing that the manufacturers can also 
contribute to their broader knowledge of current medical practice. 

There are, we think, two reasons for this pleasing state of af- 
fairs. First, the arduous academic career of the average doctor has 
taught him the importance of purposeful reading. Second, (if a 
presumption may be permitted) it most logically follows that in GP 
they find material that is valuable in their daily practice—material 
that is edited and illustrated to facilitate assimilation of its message. 

To the degree to which this is true, we are accomplishing the 
task to which GP is dedicated. 

Our older readers may recall a tersely rhythmic advertising 
slogan of a number of years ago which a leading radio-phono- 
graph manufacturer made popular across the land: ‘‘No stoop— 
no squat—no squint.” It seems to us our readers and the studied 
loyalty of their reading habits can be summed up with equal 
brevity: 

**No skim—no flip—no float.” —M.F.C. 
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To establish a more cooperative attitude in the “‘problem”’ patient . . . 
to relieve anxiety and irritability . . . to overcome confusion 

and depression . . . to produce a “normal” feeling of tranquility, 
optimism and well-being, prescribe: 


Dexamyl tablets + elixir - Spansulet capsules 


Each ‘Dexamyl’ Tablet or teaspoonful (5 cc.) of the Elixir contains 
e Dexedrine* Sulfate (dextro-amphetamine sulfate, S.K.F.), 5 mg.; and 

amobarbital, 14 gr. Each “‘Dexamyl’ Spansule No. 1 slowly releases the 
tes equivalent of two tablets; each ‘Dexamyl’ Spansule No. 2 slowly 
Se releases the equivalent of three tablets. 


Smith, Kline & French Laboratories, Philadelphia 


*T.M. Reg. U.S. Pat. Off. 
tT.M. Reg. U.S. Pat, Off. for S.K.F.’s brand of sustained release capsules, 
Patent Applied For. 
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T SI EFFECTS? 


OSTEO-ARTHRITIS 


Giu-Sal Is Non-Toxic . . . the sodium-free salicylamide 
(Salrin) in Glu-Sal gives quick relief . . . does not metabolize to 
free salicylic acid, as do the common salicylates. Glu-Sal has no 
known contra-indications. 


Glucuronic Acid Replacement Therapy . . . ctu-sat's 


glucuronolactone hydrolizes to glucuronic acid, thus encourages 


repair. Within 30 days, this basic Glu-Sal therapy usually begins 
to evidence results. 


GLU-SAL Warren-Teed — bottles of 
100 and 500 tablets 


THE WARREN-TEED PRODUCTS COMPANY, 
COLUMBUS 8, OHIO 
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" Linoleic and other unsaturated fatty acids 
believed to play an important role in the pre- 
vention and therapy of infantile eczema!* are 
present in Similac, in amounts at least equal to 
those reported for breast milk.‘ 


* Similac, in recommended quantities, provides 
protein closely approximating the physiologic 
level supplied by breast milk.® The fluidity of 
Similac protein, comparable to that of breast 
milk protein, assures rapid and complete diges- 
tion.” There is thus virtually no likelihood that 
products of incomplete digestion will be ab- 
sorbed to cause an allergic eczematous reac- 
tion. In contrast, customary cow’s milk mix- 
tures are believed to deliver excessive amounts 
of protein, some of which cannot be completely 
digested and may be absorbed to cause a vas- 
cular reaction in the upper corium.® 


there is no closer equivalent to the milk of 
healthy, well-nourished mothers 


SuppuieD: as Powder in tins of 1 lb., with meas- 
uring cup; as Liquid in tins of 13 fl. oz. 


1. Editorial: J.A.M.A. 134:606 (June 14) 1947. 2. Hansen, A, E., 
and Burr, G. O.: J.A.M.A, 132:855 (Dec. 7) 1946, 3. Hansen, 
A. E.; Knott, E. M.; Wiese, H. F.; Shaperman, E., and McQuar- 
rie, I,: Am. J, Dis, Child, 73:1 (Jan.) 1947. 4. Hansen, A. E.: In, 
Vitamin Bg in Human Nutrition, Report of the Tenth M & R 
Pediatric Research Conference, Columbus, M & R Laboratories, 
1954, p. 51. 5S. National Research Council: Maternal Nutrition and 
Child Health, Bull. 123 (Nov.) 1950. 6. Meyer, H. F.: Essentials 
of Infant Feeding for Physicians, Springfield, Illinois, Charles C. 
Thomas, 1952, p. 44. 7. Martin, C. W.: New York State J. Med. 
2:1012 (Sept.) 1932. 8. Stoesser, A. V.. and Nelson, L. S.: Jour- 
nal Lancet 73:487 (Dec.) 1953. 


M & R LABORATORIES, Columbus 16, Ohio 
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Alabama. President: Juttus MICHAELSON, M.D., P.O. Box 945, 
Foley; Executive Secretary-Treasurer: Mr. W. A. Dozizr, 
Jr., 17 Molton Street, Montgomery 


Arizona. President: Watton C. Finn, M.p., 3131 East Second 
Street, Tucson; Secretary-Treasurer: KenneTH A. Hersst, 
M.D., 9221 North Central, Phoenix 


Arkansas. President: C. R. Exuis, m.p., 635 South Main Street, 
Malvern; Secretary-Treasurer: C. C. Lone, m.p., Ozark 


California. President: Joun G. WaLsH, M.D., 2901 Capitol Ave- 
nue, Sacramento; Secretary-Treasurer: ANTONIO J. FRANzI, 
M.D., 4804 Mission Street, San Francisco; Executive Secretary : 
Mr. Wuu1am W. Rocers, 461 Market Street, San Francisco 


Colorado. President: Martin G. Van Der Scuovuw, M.D., Poudre 
Valley Bank Building, Fort Collins; Secretary: R. M. Maut, 
M.D., 2704 West 32nd Avenue, Denver; Treasurer: THomas 
E. Best, m.p., 3705 East Colfax, Denver 


Connecticut. President: Junius H. Grower, M.D., 32 Mansfield 
‘Terrace, Middletown; Secretary-Treasurer: Perer J. Scara- 
RELLO, M.D., 410 Asylum Street, Hartford; Executive Secre- 
tary: Mrs. Marrra S. Watsn, 410 Asylum Street, Hartford 


Delawere. President: MarTIN B. PENNINGTON, M.D., 1003 Park 
Place, Wilmington; Secretary: Morris Harwitz, M.D., 314 
North Broom Street, Wilmington; Treasurer: JoserH J. 
Davotos, M.D., 1301 Pennsylvania Avenue, Wilmington 


D.C. President: Maurice J. Kossow, M.p., 414 Twelfth Street, 
S.W., Washington; Secretary: Frank S. PELLEGRINI, M.D., 
3409 Alabama Avenue, S.E., Washington; Treasurer: C. 
Rocer Kurtz, m.p., 3701 Connecticut Avenue, N.W., 
Washington 


Florida. President: Frank T. Linz, M.D., 442 West Lafayette 
Street, Tampa; Secretary-Treasurer: James B. Hopce, M.D., 
1001 McDill Avenue, Tampa 


Georgia. President: G. H. ALEXANDER, M.D., Forsyth; Secretary- 
Treasurer: Ben K. Looper, m.p., Cherokee Clinic, Canton; 
Executive Secretary: Mr. Micron Kreucer, 875 West Peach- 
tree Street, Atlanta 


idaho. President: Epwarp N. Dunn, .D., Professional Build- 
ing, Moscow; Secretary-Treasurer: C. J. KLAAREN, M.D., P.O. 
Box Moscow 


GP | re $955 


State Chapter 
Presidents and Secretaries 


THE AMERICAN ACADEMY OF GENERAL PRACTICE 


Winois, President: Dewey M. Roserts, M.p., 615 East Third 
Street, Alton; Treasurer: Cart G. SACHTLEBEN, M.D., 7905 
Cottage Grove, Chicago 19; Executive Secretary: H. Marcu- 
MONT-RoBINSON, M.D., 14 East Jackson Boulevard, Chicago 4 


Indiana. President: Frank H. Green, m.p., 134 East Second 
Street, Rushville; Secretary-Treasurer: Norman R. Boouer, 
M.D., 447 East 38th Street, Indianapolis; Executive Secretary : 
Mr. Cuartes G. Doscu, 447 East 38th Street, Indianapolis 


lowa. President: Frank D. McCarruy, M.p., 720 Badgerow 
Building, Sioux City; Secretary-Treasurer: Donaup H. Kast, 
M.D., 720 Bankers Trust Building, Des Moines; Executive 
Secretary: Mrs. Exizasetu B. Netson, 3600 Franklin Avenue, 
Des Moines 10 


Kansas. President: Lawrence E. Leicu, m.p., Box 32, Overland 
Park; Secretary-Treasurer: Froyp Eart DmLeNBECK, M.D., 
300 South Main, El Dorado; Executive Secretary; Mr. Gene 
Wucox, 506 State Bank Building, Winfield 


Kentucky. President: H. Burt Mack, M.D., Pewee Valley; Secre- 
tary-Treasurer: D. G. Miter, Jr., M.p., Morgantown; Execu- 
tive Secretary: Joyce CLtark, Morgantown 


Louisiana. President: Jante M. Topp, m.p., 1434 Gieffers Street, 
Lake Charles; Secretary: Esmonp A. Fatrer, m.p., 217 Hum- 
ble Building, New Orleans; Treasurer: JosepH W. Croox- 
SHANK, M.D., 1422 Ryan, Lake Charles 


Maine. President: Francis A. Facone, M.p., 312 Congress, Port- 
land; Executive Secretary-Treasurer: W. H. Boynton, M.D., 
Paradise Road, Bethel 


Maryland. President: Merrit M. Cross, M.p., 8248 Georgia 
Avenue, Silver Spring; Secretary-Treasurer: Wuuam T. 
Layman, M.D., 5 Public Square, Hagerstown; Executive Secre- 
tary: Mr. Wuuiam J. Wiscorr, 3722 Greenmount Avenue, 
Baltimore 18 


Massachusetts. President: R. Apetampe Draper, M.D., 1107 Wash- 
ington Street, Dorchester; Corresponding Secretary: James 
Harrison, M.D., 69 Bridge Street, Dedham; Treasurer: 
Dantet M. Rocers, M.p., 2 Cherry Street, Wenham 


Michigan. President: KennerH W. Tooruaker, M.D., 930 North 
Washington Street, Lansing 15; Secretary-Treasurer: E. 
Ciarkson LonG, M.D., 2626 Rochester Avenue, Detroit 6; 
Executive Secretary: Mrs. Mary Hatsreap, 15125 Grand 
River, Detroit 27 

(Continued on page 13) 
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fast relief 

Misso 
in infant diarrheas Ca 
Me 
without upsetting 
Bil 
routine Neb 
Ba 
Neva 
Ay 
MI 
New 
St 
M.! 
New 
PROTEIN FORMULA MODIFIER FOR INFANT DIARRHEAS : 
M. 

Casec—added to the usual formula—promptly and 
go safely controls the vast majority of infant diarrheas. — 
Relief from loose and frequent stools usually occurs 3 

within 24 hours. Casec® (calcium caseinate) supplies 
88% protein, plus generous amounts of calcium. Its 7 
early use may prevent complications and their serious M 
consequences. Casec is also valuable in the management dis 
of colic. v 
Bi 
Ohi 
Bottle-fed infants: 4 tablespoons of Casec are incorporated into the C 
24-hour formula. Continue for 3 days after the E 
stools are normal. N 
Breast-fed infants: 2 tablespoons of Casec to 6 oz. water. Feed ¥% to 1 oz. Oki 
before each breast feeding. Continue for 3 days n 
after the stools are normal. 3 
L 

One convenient 3} oz. can is sufficient for the average treatment. 

Ore 
P 
[ 
MEAD JOHNSON & COMPANY + EVANSVILLE, INDIANA, U.S. A. MEAD) A 


GP Volume Xi, Number6 GP 


i 
Bui 
M.D 
: 
Missis 
a 
: Sp 


or 6 


(Continued from page 11) 

Minnesota. President: Herman E. Dru, m.p., 205 Strobeck 
Building, Hopkins; Secrerary-Treasurer: Lewis J. RoBerts, 
M.D., 3827 Central Avenue, N.E., Minneapolis; Executive 
Secretary: James A. Brake, M.D., 15-9th Avenue, South, 
Hopkins 


Mississippi. President: W. Moncure Dasney, M.D., Crystal 
Springs; Secretary-Treasurer: AuspreEY V. BracHAM, M.D., 
Magnolia; Executive Secretary: Miss Louise Lacey, P. O. 
Box 1435, Jackson 


Missouri. President: Georce H. Woop, m.p., 304 Grant Street, 
Carthage; Secretary-Treasurer: P. V. M.D., Bothwell 
Memorial Hospital, Sedalia 


Montana. President: Rosert H. Leeps, m.p., Chinook ; Secretary- 
Treasurer: Harry R. Sottero, m.p., 315 North Broadway, 
Billings 


Nebraska. President: CLARENCE R. Brorr, M.D., Beatrice National 
Bank Building, Beatrice ; Secretary-Treasurer: JOHN A. Brown, 
III, M.p., 412 Lincoln Liberty Life Building, Lincoln 


Nevada. President: JosepH M. GreorGe, Jr., M.D., 402 Carson 
Avenue, Las Vegas; Secretary-Treasurer: BURCHARD WINNIE, 
m.pD., Walker River Hospital, Schurz 


New Hampshire. President: Leo KLINGER, M.D., 74 South Main 
Street, Rochester; Secretary-Treasurer: WittiaM Putnam, 
M.D., Lyme 


New Jersey. President: SamueL R. Detcu, m.p., 170 Passaic 
Avenue, Passaic; Secretary: RicHarD R. CHAMBERLAIN, M.D., 
30 Lenox Place, Maplewood; Treasurer: Ropert E. Verpon, 
M.D., 682 Anderson Avenue, Cliffside Park 


New Mexico. President: ALBERT M. RosEN, M.D., Theatre Build- 
ing, Taos; Secretary-Treasurer: Junius A. Evans, M.p., 1032 
Seventh Street, Las Vegas 


New York. President: Garra L. Lester, M.D., 1 Morris Avenue, 
Chautauqua; Secretary-Treasurer: Raymonp S. McKeEgsy, 
M.D., 84 Main Street, Binghamton 


North Carolina. President: Mitron S. Ciark, M.pD., Bank of 
Wayne Building, Goldsboro; Secretary-Treasurer: Joun R. 
BenbeEr, M.D., 820 Nissen Building, Winston-Salem 


North Dakota. Acting Secretary: Ira D. Ciark, M.p., Casselton 


Ohio. President: HERBERT W. SALTER, M.D., 4900 Euclid Avenue, 
Cleveland 3; Treasurer: Howarp R. MITCHELL, M.D., 683 
East Broad Street, Columbus; Executive Secretary: Eart D. 
McCa.usTer, M.D., 209 South High Street, Columbus 15 


Oklahoma. President: Ear: M. Lusk, M.p., 915 South Cincin- 
nati, Tulsa; Secretary-Treasurer: V. M. RUTHERFORD, M.D., 
328 East Aeronca, Midwest City; Executive Secretary: Mary 
Lov Cranan, 1227 Classen Drive, Oklahoma City 3 


Oregon. President: Davin G. Duncan, M.D., 2400 N.E. Alberta, 
Portland; Treasurer: Stantey A. Boyp, M.D., 716 Medical- 
Dewtal Building, Portland; Executive Secretary: Mr. J. J. 
Abas, 106 S.E. 109th Avenue, Portland 16 
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Pennsylvania. President: Joun B. Jacoss, M.p., 202 South Broad 
Street, Lansdale; Secretary-Treasurer: Horace W. Esupacn, 
M.D., 4450 State Road, Drexel Hill 


Rhode Island. President: Samuet D. Ciark, M.D., 209 Hope 
Street, Bristol; Secretary-Treasurer: RicHarp J. KRAEMER, 
M.D., 2907 Post Road, Greenwood, P. O. Warwick 


South Carolina. President: Kirsy D. SHEALy, M.D., 1419 Blanding 
Street, Columbia; Secretary-Treasurer: Horace M. Wurr- 
WORTH, M.D., 301 East Coffee Street, Greenville 


South Dakota. President: Joun Hacin, M.p., Drawer N, Miller; 
Secretary-Treasurer: Macnt Davipson, M.D., Brookings 
Clinic, Brookings 


Tennessee. President: Ben L. Pentecost, M.D., 1016 Jackson 
Avenue, Memphis; Secretary-Treasurer: D. J. JoHNs, M.D., 
313 Bennie-Dillon Building, Nashville 


Texas. President: L. BonHAM JONES, M.D., 929 Manor Drive, 
San Antonio; Secretary-Treasurer: Woopson W. Harris, 
M.D., 308 West 15th Street, Austin; Executive Secretary : 

_ Mr. Donatp C., Jackson, 308 West 15th Street, Austin 


Utah. President: Russet N. Hirst, m.p., 385 Twenty-fourth 
Street, Ogden; Secretary-Treasurer: AARON BeLnap Ross, 
M.D., 3419 Riverdale Road, Ogden 


Vermont. President: Wayne GrirrirH, M.D., Ellsworth Medical 
Group, Chester; Secretary: Wituiam H. Hemnincer, M.D., 37 
Buell Street, Burlington 


Virginia. President: RicHarp M. ReyNo.ps, M.D., 181-A View 
Avenue, Norfolk 3; Secretary: W. Linwoop Bat, m.p., 714 
North Boulevard, Richmond 20; Treasurer: Cart W. MEADOR, 
M.D., 622 North Boulevard, Richmond 20; Executive Secre- 
tary: Mrs. HELEN M. Setter, 1105 West Franklin, Richmond 
20 


Washington. President: Errott W. Rawson, M.p., 1002 Medical- 
Dental Building, Seattle; Secretary-Treasurer: Joun C. Ety, 
M.D., East 10706 Sprague Avenue, Opportunity 


West Virginia. President: THoMAs MAXFIELD BARBER, M.D., 1204 
East Washington Street, Charleston; Secretary: SeicLe W. 
Parks, M.D., 102 Adams Street, Fairmont; Treasurer: MYER 
BoGaraD, M.D., 1732 Main Street, Weirton 


Wisconsin. President: C. F. McDonaLp, M.D., 2602 East Okla- 
homa Avenue, Milwaukee; Secretary-Treasurer: Rosert F. 
PurTELL, M.D., 758 North 27th Street, Milwaukee 8; Executive 
Secretary: Mr. Rosert Durour, 758 North 27th Street, 
Milwaukee 


Wyoming. President: RicHarp P. FirzGerap, M.D., 222 South 
Wilson, Casper ; Secretary-Treasurer: Wittarp H. PENNoyYER, 
M.D., Hynds Building, Cheyenne 


Alaska. Acting Secretary: J. Wittiam Gipson, M.pD., 172 South 
Franklin, Juneau 


Hawaii. President: Joun W. Devereux, M.D., 1224 Punahow 
Street, Honolulu; Secretary-Treasurer: Ropert Y. KaTsuK1, 
M.D., 1515 Nuuanu Avenue, Honolulu 
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recommended particularly for the 


who can and stay on “the job" 


MAXITATE 


with RAUWOLFIA 


COMPOUND 
orally effective in moderate 
| to severe 
hypotensive/effect—gradual, safe, distinctive. 
tranquility—without drowsiness. 


protection against vascular traumatic accidents. 


symptomatic improvement—often dramatic. 
__ EACH TABLET CONTAINS: 
— 30 mg. rate is slowed, easing strain on heart. 
cade serpentina (whole root) 30 mg. 


1 \I-tolerated for months. 
How Supplied: Brown scored tablets 


in bottles of 100 and 1000. 


*The STABILIZED form of Mannitol H 
pioneered by Strasenburgh research 


Available on prescription at all leading pharmacies. 
Samples and literature on request. 4 


FOUNDED 1886 


LABORATORIES 
R. J. STRASENBURGH CO., ROCHESTER, N. Y., U.S.A. 
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Mump- is a nutritional chump | 


Mrs. Plump just can’t resist flirting with the 

latest in starvation diets. But she can’t say no 

to “three squares” a day, either. When she finally 
admits she needs your professional help, depend 

on potent, multiple-vitamin DAYALETs to support 

her new dietary. Why Daya.ets? For the 


ten sound reasons you see in the formula. 


* 


Each tiny, pleasant-tasting 
Dayalet tablet contains... [i 
Vitamin A... .10,000 units (3 mg.) 


Vitamin . 1,000 units (25 meg.) 
Thiamine Mononitrate....... 


give her a Dayalet' 2 day 


Riboflavin. ................5 mg. 
Nicotinamide..............25 mg. 
Pyridoxine Hydrochloride. .1.5 mg. 
Pantothenic Acid. ..........5:mg. 
Ascorbic Acid... ........100 rag. 
er. 


MORE THAN. 15 APPLES 


... would be required to equal the 100 mg. ascorbic acid content of a 
single capsule of “BEMINAL” FORTE with VITAMIN C, which also seams 


therapeutic amounts of essential B factors as follows: 


Thiamine mononitrate (B,) ............ 25.0 mg. 


“BEMINALS corre wih VITAMIN C 


Recommended whenever high B and C levels are 
required and particularly pre- and postoperatively. 
Suggested dosage: 1 to 3 capsules daily, or more 
as required. 

No. 817—supplied in bottles of 100 and 1,000. 


AYERST LABORATORIES @© NEW YoRK,N. Y. @ MONTREAL, CANADA 
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iboflavin 12.5 mg. 
Nicotinamide mg. 
Pyridoxine HCI (By) 10mg. 
Calc. pantothenate 10.0 mg. = oS 
Se 
Vitamin C (ascorbic acid) ..............100.0 mg. 
By 
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instant, deep anesthesia 
of accessible mucous membranes 


XYLOCAINE’® JELLY 


(Brand of lidocaine*) 


a new form. of the widely accepted injectable 
Xylocaine Hydrochloride 


© Provides more effective anesthesia of longer 
duration than any comparable preparation used in the 
genito-urinary tract, ear, nose and throat. 

© Establishes immediate, intimate and prolonged 
contact with mucous membranes due to the low surface tension 
and high viscosity of its water-miscible base. 

® Effectively lubricates for easier instrumentation. 

® Nonstaining . . . easily removed with water... 
nonsensitizing and nonirritating. 


Xylocaine Jelly contains 2% Xylocaine Hydrochloride in a sterile aqueous 
jelly adjusted to suitable viscous consistency with carboxymethylcellul 
Supplied in collapsible tubes which deliver at least 30 cc. 


A detachable applicator cone and a key for expressing contents 
are included in each package. 


*U.S. Patent No. 2,441,498 


Xylocaine Jelly is now made available at the 
request of many physicians, surgeons, and 
anesthesiologists who routinely use Xylocaine Solution. 


ASTRA Pharmaceutical Products, Inc., Worcester 6, Mass., U.S.A. 
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broad spectrum antibiotic of choice 


STECLIN 


UIBB TETRACYCLINE 


promptly reaches high levels in the urine 


crosses the intact meningeal 
barrier more readily than the other 
broad spectrum antibiotics 


produces higher blood levels than the 


other broad spectrum antibiotics 


less gastrointestinal side effects than 
the other broad spectrum antibiotics 


Minimum adult dose: 250 mg. q.i.d. 
250 mg. capsules, bottles of 16 and 100. 
50 and 100 mg. capsules, bottles of 25 and 100. 


“STECLIN’ IS A SQUIBB TRADEMARK 
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Frequer tly maladjusted and physically inactive, 


| the Obese child requires very positive help im 
contipliing his immoderate desire for food. 


Hydrochloride 


(Methamphetamine Hydrochloride, McNeil) 


By imparting 1 sense of increased energy and efficiency—and at 
the same time dulling his appetite—Syndrox puts the child on 
the right road to achieving normial weight—and with it a closer 
companionship with his own age group. 

It has been found that children seem to tolerate this type of 
medication exceptionally well!! 


Supplied—5 mg. tablets, scored, green: im- 
printed “McNeil’—-bottics of 100 and 


Samples om request. 
Also available in a pleasant-tasting 
(coldred aimiber); each 5 cc. (one teaspoon 


ful} containing 5 mg.—-pints and gallons. 


1. Steiner, M.M.; The Management of 
Obesity in Childhood, M. Clin. North 
America 34 :223-234 Qanuary) 1950, 


“PHILADELPHIA 32, PA. 
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MULL-SOY 


for milk allergy 
Liquid or Powdered 


among various supposedly hypo- 
allergenic soybean alternatives to milk 
recently tested on passively sensitized 
children, only heat-tempered MULL-soy 
(Liquid or Powdered) proved to be 


reliably hypoallergenic.’ 


This valuable protection against 
recurrence of allergic symptoms? far 
outweighs any minor change in color 
or texture which may result. 


MULL-SOY Liquid...used like evaporated milk. 
Start with 1:3 dilution, increase gradually to 
1:1. Add carbohydrate of choice as required. 
Available in 151-fl.0z. tins. 


MULL-SOY Powdered...used like dried whole 
milk. Start with 1 tablespoonful to 4 fl.oz. 
water, increase gradually to 1 tablespoonful 
to 2 fl.oz. Add carbohydrate as required. 
Available in 1-lb. tins. 


1. Ratner, B. et al: A.M.A. Am. J. Dis. Child. 89:187, 1955. 
2. Glaser, J., and Johnstone, D. E.: J.A.M.A. 153:620, 1953. 


Bordens 


PRESCRIPTION PRODUCTS DIVISION 
850 Madison Avenue, New York 17 
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new 
ANTRENYL®-PHENOBARBITAL 


de PreSseS... ... gastrointestinal motility 


... gastric acid secretion 


... Nervousness and irritability so 
common in the ulcer diathesis 


SUPPLIED: Antrenyl-Phenobarbital Tablets 
(scored), each tablet containing 5 mg. 
Antrenyl and 15 mg. phenobarbital, 


Other forms: Tablets, 5 mg. Syrup, 5 mg. 
per 4-ml. teaspoonful. Pediatric Drops, 
1 mg. per drop. 


Antrenyl® bromide (oxyphenonium bromide CIBA) 
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Scene in your office? =| 


Complete anorectal examination — digital, anoscopic, sigmoidoscopic — is 
rapidly becoming a part of every complete physical examination. This is as 
it should be, for every diagnosis of cancer and precancerous lesions in this 
area can contribute greatly to raising the present low percentage of cures. 
Anorectal examination, as many thousands of doctors have discovered, is not 
an involved or mysterious procedure. It is made even easier by the use of 
uncomplicated, brilliantly illuminated Welch Allyn anoscopes and sigmoido- 
scopes, for which your regular WA battery handle serves as the power source. -- 
Ask your surgical supply dealer to show you these practical instruments. 


Copies of the helpful Welch Allyn booklets “Anal and 
Lower Rectal Lesions” and “Proctologic Examination” are 
available without charge from your WA dealer or from 
Welch Allyn, Inc., Skaneateles Falls, N. Y. 


WELCH ALLYN 


Easy-to-use 
Rectal Instruments 
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Glzase ¢@¢ you may put your own mind at ease 


as well as calm your patient when you prescribe Noludar _ 


as a sedative (or in larger dosage, as a 


__ and in liquid form,50 mg per — 


__ teaspoonful. 


__ hypnotic). There is little danger of habituation 


_or other side effects because Noludar = ish 2s 


_is not a barbiturate. Available in aden 


_5O-mg and 200-mg tablets, 
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SI Cowes to the relaxed patient. 


icra _Noludar relaxes the patient and usually _ 
induces sleep within one,half to one hour, lasting 
for 6 to 7 hours. Clinical studies in over 3,000 
patients have confirmed the usefulness 
of Noludarin the relief of nervous.insomnia 
and daytime tension._Noludar 'Roche' 
is not a barbiturate. 


Noludar™"- brand of methyprylon 
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decongest 
“stuffy nose” 


quickly 


with safe, 
oral-dosage 


ELIXIR /TABLETS /FORTIS CAPSULES 


Oral use of this synergistic combination of vasoconstrictor and anti- 
histamine takes the “sting” out of decongestion ... eliminates risks 
of improperly used topical agents. And, Novahistine causes no jit- 
ters, insomnia, or drug tolerance. 


Each Novahistine Tablet, or teaspoonful of Elixir, provides 5.0 mg. 
phenylephrine hydrochloride and 12.5 mg. prophenpyridamine 
maleate. In NOVAHISTINE Fortis Capsules the phenylephrine con- 
tent is doubled, for patients needing greater vasoconstrictive effect. 


PITMAN - MOORE COMPANY 


DIVISION OF ALLIED LABORATORIES 
INDIANAPOLIS, INDIANA 
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caution the: 
indiscriminate use of estro- 
genic hormone therapy —the 
consensus being that it 
should be used only in endo- 

crine deficiency. 


In contrast to the 
possibility of unto- 

ward effects from 
estrogenic therapy, 
ERGOAPIOL (Smith) 
with SAVIN combines 

remarkable freedom 
from side actions. Con- 
taining the total alka- 

loids of ergot, it induces 
well-defined physiologicat 
effects without disturbing the 
endocrine balance... useful in 
many cases where estrogenic therapy may 

prove undesirable. Indications are those of ergot. 


MARTIN H. SMITH CO. - 150 LAFAYETTE ST., NEW YORK 13, W. Y. 


SAVIN 


Complimentary railing 
Request — on profession 
stationery please 
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‘Should atrophy of the adrenal 
_—s- cortex as a result of corticosteroid 


therapy be prevented? 


Yes—it should be prevented! Atrophy 
of the adrenal cortex with loss of 
secretion of adrenal cortical hormones 
deprives the patient under cortisone 
therapy of a defense mechanism 
which can assume vital importance 
when exposed to unexpected stress. 


For this reason, the response of the adrenal cortex 
must be preserved. It can be preserved by utilizing 
as the antagonism between ACTH and cortisone _ 
jour on or hydrocortisone at the adrenal cortical level. 


tm 


ACTH is capable of counteracting the negative 
influence of cortisone on the adrenal cortex by its 
opposite, positive effect on function and structure of 
ANON the adrenal gland. ACTH stimulates... 


Krencd Cortex cortisone depresses adrenal cortical function. 
Untreated 


The goal thus is: 

To obtain all therapeutic benefits without sacrifice of 
the adrenal cortex by counterbalancing cortisone 
with ACTH. 


Adrenal Cortex 
Cortisone Treatment 


*Highly Purified INJ GELATIN) 


HP*ACTHAR® Gel is The. Armour Laboratories Brand of Purified 
Adrenocorticotropic Hormone—Corticotropin (ACTH) 


THE ARMOUR LABORATORIES 
A DIVISION OF ARMOUR AND COMPANY + KANKAKEE, ILLINOIS 
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acute and chronic 


prostatitis... 


76.6% cured or improved with 


Furadantin 


brand of nitrofurantoin, Eaton 


137 cases of prostatitis were treated with Furadantin with the following results: 


Acute prostatitis Chronic prostatitis Total 
No. cases 20 117 137 7 
Cured 15 ‘ 30 45 
Improved 4 56 60 
Falled 1 31 32 


(Personal communications to the Medical Department, Eaton Laboratories.) 


Furadantin has a wide antibacterial range 
Furadantin is effective against the majority of gram-positive and gram-negative urinary 
tract invaders, including bacteria notorious for their resistance. Furadantin is not related 
to the sulfonamides, penicillin or the ’mycins. 

With Furadantin there is no blood dyscrasia...no proctitis...no pruritus ani...no crys- 
talluria...no moniliasis...no staphylococcic enteritis. 

Furadantin tablets—50 and 100 mg., bottles of 25 and 100. Furadantin Oral Suspen- 
sion (5 mg. per cc.)—bottle of 4 fl.oz. (118 cc.). 


THE NITROFURANS —A UNIQUE CLASS OF ANTIMICROBIALS 


LABORATORIES 
PRODUCTS OF EATON RESEARCH 


NORWICH e NEW YORK 
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for efficient absorption 


Your geriatric patient who doesn’t respond to 
diet — or dyspeptic, underweight, or gallbladder 
patient —is he one of those unable to utilize 
food? If so, CONVERTIN, furnishing dietary 
catalysts necessary for absorption, may unlock 
for him, as it has for others, the nutritional 
benefit from diet. 


Each CONVERTIN Tablet provides: 


a sugar-coated outer layer of 
Betaine Hydrochloride 130.0 mg. 
(Provides 5 minims Diluted Hydrochloric Acid U.S.P. ) 


Oleoresin Ginger 1/600 gr. 
surrounding an enteric-coated core of 

Pancreatin (equiv. to 250 mg. U.S.P.) 62.5 mg. 

Desoxycholic Acid 50.0 mg. 


MAIL 


COUPON 


CONVERTI 
tablele 


B. F. ASCHER & COMPANY, INC. 
Ethical Medicinals 
KANSAS CITY, MISSOURI 


The specially layered construction of CON- 
VERTIN provides selective release of ingred- 
ients to assure efficient absorption in the stomach 
and small intestine. 

Send in the coupon below for your bottle of 21 
CONVERTIN Tablets. In the dosage of 1 or 2 
tablets after meals, this provides a 3 to 7 days’ 
supply, enough to demonstrate the tablet’s value 
for the patient who needs its “catalytic” action. 
Growing numbers of prescriptions are now speci- 
fying CONVERTIN; clinical trial in your prac- 
tice will prove to you, too, the effectiveness of 
this digestant. 


B. F. ASCHER & COMPANY, INC. 

P. 0. Box 5936— WESTPORT STATION— DEPT. C 

KANSAS CITY, MISSOURI 

Please send me a trial sample of 21 CONVERTIN Tablets. 


TODAY 


(Please Print) 
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a Gastric Hyperacidity: eticlogy 


People being people, environmental factors contribu- 
tory to gastric hyperacidity are hard to remove, even 
when their role is clearly defined. But, the physician 
has a sure, simple—even pleasant—way of relieving 
the acid distress caused by: 

¢ dietary indiscretion 

* nervous tension 

* emotional stress 

¢ food intolerances 

* excessive smoking 

alcoholic beverages 
Gelusil promptly and effectively controls the exces- 
sive gastric acidity of “heartburn” and chronic indi- 
gestion. And it affords equally rapid relief in peptic 
ulcer. Sustained action is assured by combining mag- 
nesium trisilicate with the specially prepared alumi- 
num hydroxide gel. 


Free from constipation : Gelusil’s aluminum hydrox- 
ide component is specially prepared: the concentra- 
tion of aluminum ions is accordingly low; hence the 
formation of astringent—and constipating —alumi- 
num chloride is minimal. 


Free from acid rebound: Unlike soluble alkalies, 
Gelusil does not over-neutralize or alkalinize. It main- 
tains the gastric pH in a mildly acid range—that of 
maximum physiologic functioning. 


Dosage—2 tablets or'2 teaspoonfuls two hours after 
eating or when symptoms are pronounced. Each tab- 
let or teaspoonful provides: 7144 gr. magnesium trisili- 
cate and 4 gr. aluminum hydroxide gel. 


Available — Gelusil Tablets in packages of 50, 100, 
1000 and 5000. Gelusil Liquid in bottles of 6 and 12 
fluidounces. 


Gelusil® 


Antacid Adsorbent 


WARNER-CHILCOTT 


= 

: 
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daini te’ 
protects 


throughout the day and night ... 


Dainite protects both the active and resting asthmatic 
patient against attacks of bronchospasm. Dainite 
Tablets employ the principle of protected aminophyl- 
line in two distinct dosage forms for the different 
requirements of day and night. 


for daytime protection 
Each Dainite DAY 


for night protection 
Each Dainite NIGHT 


3 
Y none 
..Ethyl Aminobenzoate...... . 


Bottles of 50 DAY tablets and bottles of 50 NIGHT 
tablets; also supplied as the Dainite Unit contain- 
ing 48 DAY tablets and 18 NIGHT tablets in a dis- 
pensing package. 


dylephrin’ qickly relieves 
aerosol acute attacks 


new... . dual bronchodilator aerosol 
markedly increases vital capacity 
Dylephrin combines the potent action of epinephrine and 
atropine to produce a rapid and far greater increase in the 
vital capacity of asthmatics than is possible with epine- 
phrine alone. Patients who use Dylephrin prefer it to all 
other preparations. 

Each 100 cc. contains epinephrine (synthetic, racemic) 
2.5% and atropine sulfate 0.5 Gm. 15 and 30 cc. bottles. 


Irwin, Neisler & Company - Decatur, «Toronto 1, Ontario 


GP june 1955 


43 


| 
against 
Lie 
lad 
¢ 


When your geriatric 
patient turns his back 
on food... 


chances are his menus lack the variety 
and appetite appeal that make 
for mealtime enjoyment. Gerber 
can help you here. For 

Gerber offers a wide variety of 
Strained and Junior (minced) 
Foods to give you greater 
prescription selectivity— make 
substitutions for “finicky” eaters possible. _ 

4 cereals, over 60 fruits, vegetables, meats, soups, 

desserts, processed to preserve true flavors, appealing colors, 
a high degree of wholesome food values. 


REQUIRED READING FOR YOUR GERIATRIC PATIENTS 


Added encouragement to eating—Gerber's 
“Special Diet Recipes” —easy-to-prepare dishes, 
properly indexed for Bland, Soft, Mechanically 
Soft, Liquid and Low-Residue diets. For 
free copies, write, on your letterhead, 
to Dept. 106-5, Fremont, Michigan. 


Gerber. 


CEREALS, STRAINED & JUNIOR FOODS 
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specifically 
designed 


for infants and children 


the new standard 
for nasal decongestion 
providing nasal patency 
in minutes for hours 


brand of tetrahydrozoline hydrochloride 


PEDIATRIC Nasal Drops 


almost immediate relief lasting 4 to 6 hours 
after a single dose 


odorless and tasteless 


no sting, burn, irritation, or other local 
reactions 


no rebound congestion 
especially useful during the allergy season 


systemic effects rare in recommended dosage ~ 


calibrated dropper for precise dosage 


DOSAGE: ]-2 drops in infants under two years, and 2-3 drops in children 
two to six years. 


SUPPLIED: in 1/2-o0z. bottles containing Tyzine, 0.05%. Also available as Nasal 
Spray in 1-oz. plastic bottles, 0.1%, and Nasal Solution in 1-0z. dropper bottles, 0.1% 


*Trademark 


PFIZER LABORATORIES Division, Chas. Pfizer & Co., Inc. Brooklyn 6, New York 
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CHLORIDE 
FITS YOUR TREATMENT TO THE CAUSE 


URINE IRRITATION 


Dipame OUNTMENT 


FOR: Ammonia Dermatitis 

CRITERIA: Presence of ammonia odor and buttock- 
inflammation in apposition to wet diaper, 
CAUSE: Free. ammonia liberated by urea- 
splitting organisms. 

MODE OF ACTION: Prevents ammonia formation 
in voided urine with an antibacterial in a water- 
miscible base*:® . . . adjuvant therapy to routine 
Diaparene Rinse impregnation of diapers.7,6 


FECAL IRRITATION 


Dispane PERI-ANAL 


FOR: Peri-Anal Dermatitis 

CRITERIA: Inflammation centered around the anus 
from 3 to 4 cms. in diameter and frequent stools. 
CAUSE: Transitional stools in the newborn, 
diarrhea or following oral antibiotics.! 

MODE OF ACTION: Provides a skin coating with a 
competitive protein substrate, plus anti-enzymatic 
and antibacterial action in a water-repellent, 
cod-liver-oil base. 2.3 


1, Manheim, S. D., et al: “Further Observations on Anorectal Complications Following A ycin, T ycin and 
Chloromycetin Therapy.” N. Y. State Jrnl. Med., 54:37-1, Jon., 1954. 


2. Curry, J. C. and Barber, F. W.: Bacteriological Proceedings, 1951, of The Society of Am. Bact., page 23. 

3. Grossman, L., St. Francis Hospital, Miami Beach, Fla., to be published. 

4. Niedelman, M. L., et al: Jeni. Ped., 37:762, Nov., 1950. 6. Benson, R. A., et al: Jeni, Ped., 31:369, Oct., 1947. 
5. Bleier, A. H., et al: Arch. Ped., 69:445, Nov., 1952. 7. Ibid: Jeni. Ped., 34:49, Jon., 1949. 


® PHARMACEUTICAL DIVISION, HOMEMAKERS’ PRODUCTS CORPORATION, NEW YORK 10, N.Y. TORONTO 10, CANADA 
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@ Reduces nitroglycerin 
need 


e@ Reduces severity of 
attacks 


e@ Reduces incidence of 
attacks 


@ Increases exercise 
tolerance 


@ Reduces tachycardia 


@ Reduces anxiety, allays 
apprehension 

@ Lowers blood pressure in 
hypertensives 

@ Does not lower blood 
pressure in normotensives 


@ Produces objective 
improvement demonstrable 


by ECG. 
Descriptive literature on request 


June 1955 


its terror 


Each tablet of Pentoxylon combines the tranquilizing, stress- 
relieving, bradycrotic effects of 1 mg. Rauwiloid and the 
prolonged coronary vasodilating effect of 10 mg. pentaery- 
thritol tetranitrate (PETN). The combination provides a 
new completeness of treatment previously unavailable to 
patients with angina. The contained Rauwiloid serves to 
overcome tachycardia—to permit better coronary filling with- 
out increasing cardiac work. This effect, together with the 
lasting coronary relaxation afforded by PETN, combine to 
reduce nitroglycerin needs, increase exercise tolerance, re* 
duce anxiety, allay apprehension and produce objective 
improvement demonstrable by ECG. 

Development of full effectiveness of Pentoxylon requires 
about 2 weeks of therapy, though benefits have been ob- 
served after 24 hours. 


Dosage: Initially, 1 tablet q.i.d. Available in 
bottles of 100 long-acting tablets. 


LABORATORIES, INC., vos anceves, cauir. 


47 


cay | 
Ox Y | 
amatterof 
= 


Which glove works best in surgery? 


Please pardon us if we seem facetious, but a ea ae ia 
surgical glove seems a good illustration of the 
a importance of apprepriate design in the man- 
ies. Without this glove 
; surgery wouldn‘t be safe. And only when it 
serves as intended, by such as permitting com- 
plete finger freedom and sensitivity, is it of 
any value. When so designed it has no equal 


for its purpose. 


ND so it is with accessories of other kinds. Those for 
example you need to run your electrocardiograph. The 
accuracy and usefulness of such a precision instrument is in 
direct ratio to the effectiveness of its parts and accessories. 
Of what value is the high deflection speed and top per- 
formance of an ECG if the recording paper cannot suc- 
cessfully show it in clear, sharp and distinct registra- 
tions? Of what value is an electrode paste which does 

not reduce patient resistance at electrode connec- 

tions to a level suitable for modern cardiography ? 

An accessory designed by the maker of an in- 

strument should receive the same care, study and 
research as any of the important parts or compo- 

nents of that instrument. This is true in regard to the 
Viso-Cardiette. Much of the Sanborn Viso-Cardiette’s 

fame as a direct-writing cardiograph can be attributed 

to the continuous, painstaking research on the two 
accessories which were originally designed by Sanborn 
Company, and which are so necessary to the Viso’s accuracy — 
Permapaper (inkless recording paper) and Redux (electrode paste). 


Permapaper and Redux are major examples of Sanborn 
ies that receive diligent surveillance as to the 

service they are performing — one more part of 

the Sanborn policy of complete 

service to the ECG user. 


m < 
SANBORN COMPANY 


195 Massachusetts Avenue, Cambridge 39, Massachusetts 
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AC E RUBBER-ELASTIC BANDAGE 


elasticity for compression 


body for support 


BECTON, DICKINSON AND COMPANY, RUTHERFORD, N. J. 


ACE, T.M. REG. U.S. PAT. OFF. 
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for the “squeeze’’ of g.i. spasm... 
when indigestion, pain, heartburn, belch- » 
ing, or nausea is due to g.i. spasm, 


MESOPIN-PB* provides the selective 


spasmolytic effectiveness of homatro- 


pine methylbromide (1/30 as toxic as 


atropine) plus the sustained sedation of 
phenobarbital... with virtual freedom 


from undesirable atropine effects 


MESOPIN-PB 


Yellow tablets and elixir containing 2.5 mg. MESOPIN* 
(homatropine methylbromide) and 15 mg. phenobarbital per 
tablet or teaspoonful. Also as MESOPIN-PB double strength 
in green tablets containing 5 mg. MESOPIN and 15 mg. 
phenobarbital. MESOPIN (without phenobarbital) is 

available as 2.5 mg. white tablets and green elixir, and 
MESOPIN double strength 5 mg. peach tablets. 


Litulwe ?urit 
in re] ENDO PRODUCTS, Inc. 
Richmond Hill 18, New York 


TRADEMARK OF ENDO PRODUCTS INC. 


ra 
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is now fully established as 
essential in human nutrition. 
This important member of the 
vitamin B complex is a major 
factor in the formation of red blood 
cells. It is, therefore, of particular 
value during infancy and 
pregnancy. When you prescribe 

a multivitamin preparation 

to meet these needs, choose one 
with a complete formula—one 
containing Folic Acid. For your 
convenience, most leading 
pharmaceutical manufacturezs 
include it in their multivitamin 
products. This message is 
presented on their behalf. 


Fine Chemicals 


AMERICAN Ganamid company, Fine Chemicals Division « 30 Rockefeller Plaza, New York 20, N.Y. 
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and antifungal potency’ 


STE ROSAN 


CREAM AND OINTMENT 
(brand.of chlorquinaldol) 


7 in skin infections due to fungi and gram-positive organisms 


Anew iodine-free oxyquinoline derivative, STEROSAN has shown favorable results 
in controlled comparison with other recognized anti-infective medications.* 


Of yalue in virtually all infections due to fungi and gram-positive cocci, STEROSAN 
is especially indicated in 
Dermatophytosis Folliculitis Furunculosis Impetigo contagiosa 
Impetiginized eczema Infected dermatitides Infected seborrhea Pyoderma Sycosis 


The bacteriostatic and fungistatic action of STEROSAN is not hampered by heavy 
bacterial concentration, pus or organic debris. Sensitization te STEROSAN has not 
been observed, and primary irritation has been seen only in rare instances. 


Sternosan®(brand of chlorquinaldol) Cream and Ointment, tubes of 30 Gm. 
*Tronstein, A. J.: J. Invest. Dermat. 73 :119, 1949. 


Division of Geigy Chemical Corporation 


Gains GEIGY PHARMACEUTICALS 
220 Church Street, New York 13, N. Y. 56085 
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Control of weight gain through individual problem. However, 
use of a nutrient-rich, moder- dietary instructions to your 
ate-calorie diet is a “‘must” for patients can be simplified 
well-conducted prenatal care. through the use of a practical 

Severe complications of preg- diet plan which has been de- 
nancy appear to be less fre- veloped especially for pregnant 


quent . . . when a woman eats women. Such a diet plan is 
a good diet . . . is of average available in attractive booklet 
weight when she becomes preg- form, and is available on 
nant . . . and gains approxi- request. 

matelyone-half pound per week. Dairy foods play an impor- 


| 
Medical research provides tant role in this diet plan 
evidence of a relationship be- because of the high proportion ie 
tween the type of food which of other nutrients in relation aS 
a woman eats and the course to calories which they provide. oF 
and outcome of her pregnancy. Their taste appeal and variety 
More babies in good or excel- can add pleasure to eating. ee 
lent condition were reported Doctors! Send for the con- is? 
found among the children of venient booklet containing this 
mothers whose diets during basic diet plan. This plan will 
pregnancy were good or excel- be useful in giving diet instruc- 
lent than among those whose tions to pregnant women of 
diets were poor. The ability of widely varying caloric needs. 
a mother to nurse her child Where needed, modifications of 
also appears to be related to the diet can be suggested. 
the quality of her diet during This material is yours on 
pregnancy. request, without cost or obli- 
Weight control during preg- gation. Simply fill out the 
nancy is, of course, largely an coupon below and mail it today. 


NATIONAL DAIRY COUNCIL—A non-profit organization. K-6 
Since 1915 . . . promoting better health through nutrition research and education. 

111 N. Canal Street, Chicago 6, Illinois. 

Please send me, without cost or obligation, a copy of your booklet titled, For Parents-To-Be. 


NAME 


PROFESSIONAL DESIGNATION 


ADDRESS 


Crry. ZONE. 
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Relieves After-Eating Distress 


/ 
(IRON BILE SALTS, LILLY) 
A potent 
P Under the priming influence of ‘Bilron,’ natural bile 
choleretic 


flow and concentration of bile acids are greatly in- 


Avdiehis ta 2 1/2-qriin ana creased. When symptoms include intolerance to fats, 


5-grain pulvules. constipation, or flatulence, ‘Bilron’ offers effective, 
In pocinane of 100, 500, gratifying relief. Also, ‘Bilron’ dissolves in the small 
an A le 


to intestine at the optimal point for emulsification and 
daily with meals. absorption of fats. 


ELI LILLY AND COMPANY -+- INDIANAPOLIS 6, INDIANA, U.S.A. 
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for the upset 


menopausal woman... 


real relief 


GYNETONE® androgen-estrogen therapy 
REPETABS® 0.02 and 0.04, and by injection. 


GYNETONE 


REPETABS 
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GYNETONE 


the tonic effect 


because 


of estrogen-androgen 


revitalizes tissues 


relieves refractory symptoms 


restores composure and sense of well-being 


contains 0.02 mg. ethiny] estradiol 
plus 5 mg. Methyltestosterone ahh, 


also available with 0.04 mg. ethiny] estradiol nly 
plus 10 mg. Methyltestosterone 
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To counteract extremes of emotion 


Desbutal 


(DESOXYN® plus NEMBUTAL*) 


DESBUTAL gives the disturbed patient a new 
sense of well-being and energy, while calming 
his tensions and anxieties. One capsule 

of this stimulant-relaxant represents 5 mg. 
DESOXYN Hydrochloride (Methamphetamine 
Hydrochloride, Abbott), and 30 mg. NEMBUTAL 
Sodium (Pentobarbital Sodium, 

Abbott). Bottles of 100 and 1,000. 
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nonsensitizing ... rapid acting . . . topical anesthetic 


XY LOCAINE’S OINTMENT astra 


(Brand of lidocaine*) 


a new form of the widely accepted Xylocaine Hydrochloride solution 


@ Xylocaine Ointment provides unusually 
rapid, and deeply penetrating anesthesia 
without the drawback of toxicity, sensitization 


or irritation. Xylocaine is unique in this respect. 


@ For use in the control of itching, 
burning and other dermatologic distress. May 
also be applied liberally on skin and 
accessible mucous membranes to prevent pain 
during examination or instrumentation. 


@ Available in a water soluble, 

nonstaining vehicle as 2.5% and 5% 

Xylocaine base in collapsible tubes or wide-mouth jars, 
each containing 35 grams (approx. 1.25 ounces). 


Xylocaine Ointment is now made available at the 
request of many physicians, surgeons, and 
anesthetists who routinely use Xylocaine Solution. 


*U. S. Patent No. 2,441,498 
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NOW...THE NEWEST RESEARCH DEVELOPMENT 


IN HYPERTENSION GIVES YOU RESULTS LIKE THESE... 


R.W., 29 year old male. Pretreat- 
ment blood pressure averaged 
220/130. He was treated with 
Unitensen, 12 mg. daily. Blood 
pressure fell to an average of 165/ 
100. There was also marked 


R.A., 49 year old obese white 
female. Pretreatment blood pres- 
sure averaged 220/125. She was 
given 6 mg. of Unitensen daily, 
Blood pressure after treatment 
averaged 165/100. There was a 
further drop to 150/95 with weight 


: the sine ‘dependable agent. you can use to lower blood 


improvement of severe, grade 11 
retinitis. reduction. 


the next time you need to lower blood pressure 
you can write for a true 
dependable and safe anti-hypertensive agent... 


Unitensen represents the latest research development in hypertension. 
It contains cryptenamine tannate—a synthesized salt of a newly 
isolated ester alkaloid fraction never heretofore made available. 


Unitensen is a true anti-hypertensive agent that decisively controls 
arterial hypertension. It dependably lowers blood pressure in the 
majority of patients without ganglionic blocking. It is free from 
dangerous side actions. Dosage is uncomplicated. Economical 
Unitensen saves your patients 4 to 4% over the cost of other 
potent hypotensive agents. 


GP 1955 
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Bottles of 50, 100, brand of cryptenamine 
: 500 and 1000. 


When you feed your babies on Baker’s 
Modified Milk, you are assuring 
yourself and the infant’s parents a 
well-nourished baby. 


Baker’s is not an ordinary canned 
milk. It is a completely prepared 
milk formula designed to produce 
the nutritional results of mother’s 
milk. 
Baker’s is made from cow’s milk of 
the highest quality—Grade A— 
which conforms with the sanitary 
irements of the United States 
Public Health Service Milk Ordi- 
nance & Code. In this respect Baker’s 
Modified Milk is exclusive in the 
field of proprietary milks. 


well-nourished, 
happy baby 


All other ingredients— vegetable and 
animal fats, carbohydrate, and syn- 
thetic vitamins—are of the highest 
quality. Manufacturing controls are 
rigid and meticulous—assuring a 
clean, safe, milk from source of sup- 
ply to the time of formula prepara- 
tion. 

And there is little chance of error 
in preparing the formula—simply 
dilute Baker’s to the prescribed 
strength with water, previously 
boiled. 

Baker’s Modified Milk is supplied 
gratis to all hospitals. Tell the nur- 
sery supervisor to put your babies 
on Baker’s. 


Baker's Modified Milk sat 


Public Health Service Milk Code) 


THE BAKER LABORATORIES, INC. which has been modified by 


replacement of the milk fat with 


Milk Eziclusively for the Medical 


MAIN OFFICE: CLEVELAND 3, OHIO 


vitamin 
PLANT: EAST TROY, WISCONSIN sirens 
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FOR EFFECTIVE 
RELIEF OF 
MUSCULOSKELETAL 
SPASM 
AND 
ASSOCIATED PAIN 


hit both targets 
with one arrow 


IOCYTEN 


TRADEMARK 
Proved, potentiated salicylate therapy combined 
with physostigmine and homatropine . . . provides 
simultaneous relief of both pain and spasm with 
a high margin of safety even during extended use. 


Each NEOCYTEN Entab* (enteric-coated tablet) contains: 


comprehensive 


Sodium Salicylate 0.25 Gm. (4 gr.) 
“ Para-Aminobenzoic Acid ............./ 0.25 Gm. (4 gr.) 
of Ascorbic Acid 20.0 mg. (14 gr.) 


Physostigmine Salicylate........0.25 mg. (1/250 gr.) 
Homatropine Methylbromide..0.50 mg. (1/120 gr.) 
supplied: bottles of 200, 500, and 1000 Entabs. 


dosage: 2 Entabs four times daily, preferably before meals 
and at bedtime. 


SV 


CENTRAL PHARMACAL COMPANY 
: SSN Products Born of Continuous Research 


SEYMOUR, INDIANA 


*Trademark of The Central Pharmacal Company 
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® 
ORETON 
oral, buccal, 
injection, pellets 


IGYNETONE: 


Reretass®, injection 


ESTINYL* 


tablets 


bo GYNON* 
oral, buccal, 
injection, pellets 


PRANONE® 


tablets 


PROLUTON® 


buccal, injection 


CORTATE® 


in the male climacteric 
anabolic benefits in aging 


functional uterine bleeding 


combined estrogen-androgen 
for real relief in the menopause 


estrogen 
for the female climacteric 


estrogen 
for the female climacteric 


progestin 

for habitual abortion 
dysmenorrhea 
menstrual disorders 


desoxycorticosterone acetate 


for adrenal insufficiency 


specific androgen therapy 


Schering 


HORMONES 


ae 
Schering Corporation : : 
BLOOMFIELD, NEW JERSEY ; 


a new topical anesthetic for oral administration 


XY LOCAINE’® VISCOUS asm 


(Brand of lidocaine*) 


the most effective anesthetic 


for the proximal parts of the digestive tract 


® Quick acting with prolonged effect 


® High viscosity and low surface tension permit the 
anesthetic, Xylocaine Hydrochloride, to come into 
immediate and intimate contact with the mucous membranes 


Safe... nonirritating . . . nonsensitizing. 
®@ Cherry flavored . . . pleasant and easy to take. 


®@ Xylocaine Viscous has proved valuable in the 
**dumping”™ syndrome, hiccup, pyloric spasm caused 

by peptic ulcer, stomatitis, pharyngitis, esophagitis, 
acute cardiospasm, pylorospasm in infants, 

severe vomiting of pregnancy, esophagoscopy, 
gastroscopy, gastric intubation and gastric lavage. 


® Contains 2% Xylocaine Hydrochloride in an aqueous solution 
adjusted to a suitable consistency with carboxymethylcellulose. 
Cherry flavored for palatability. 


Supplied: In bottles of 100 and 450 cc. 
Average Dosage: One tablespoonful, administered orally. 
Additional information available upon request 


Astra Pharmaceuticol Products, Inc., Worcester 6, Mass., U.S.A. 


*U.S. Patent No. 2,441,498 
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pregnancy 


for protein, 


ge advances the requirements 


/ minerals and vitamins are 


increased in some instances one hundred per cent.”’ 


OBron supplies iron and calcium plus eight 


other minerals, eight essential vitamins. 


The OBron Buildup: «a wasic nutritional buildup 


for your OB patients, one to three capsules daily. 


Bottles of SO and 100 soft, soluble capsules. 


CHICAGO 11, ILLINOIS 


1. Burke, B.S. and Stuart, H. D.: Nutrition require- 
ments during preg y and J.A.M.LA, 
132:119 (May 8) 1948. 


ALL IN ONE CAPSULE 
Dicalcium Phosphate Anhydrous*. . . 770 mg. 
Ferrous Sulfate Dried, U.S.P. . 44 mg. 
Vitamin A (Palmitate) . . 5,000 U. 's. P. Units 


Vitamin D (Irradiated 
Ergosterol ) 400 U.&.P. Units 
Thiamine Hydrochloride, U.S.P. . 


mg. 
Riboflavin, U.S.P. eee 2 mg. 
Pyridoxine Hydrochloride, «+ OB mg. 
Ascorbic Acid, U.S.P.. ..... ++ + 37.6 mg. 
Caici P. h 
Cobalt (from Cobaitous Sulfate) . . .0.033 mg. 
Copper (from Cupric Sulfate). . . . . 0.33 mg. 
lodine (from Potassium lodide) . . . 0.05 mg. 
Manganese (from Manganese Sulfate) . 0.33 mg. 
Magnesi (from Magnesium Sulfate) . 1.0 mg. 
Molybdenum 

(from Sodium Molybdate) + + + « « 0.07 mg. 
Pp (from Pi Sulfate) . 1.7 mg. 
Zine (from Zinc Sulfate). . . 0.4 mg. 


Mga to 15 gr. Dicaicium ‘Phosphate 
hydrate. 
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in varicose vein 
complications... 
striking relief 

of signs and symptoms 


DIVISION 
ulcers begin to heal’ 
pain and burning disappear? 
pruritus subsides!* 


edema, erythema, and tenderness decrease! 


Administration: MY-B-DEN may be administered 
in the office, hospital or home, 1 cc. (20 mg. or 
100 mg.) intramuscularly three times weekly or as 
needed. The site of injection is the upper ; 
outer quadrant of the buttock. 


Supplied: Sustained-Action MyY-B-DEN (in gelatine 
solution): 10 cc. vials in two strengths, 20 mg. per cc. 
and 100 mg. per cc. adenosine-5-monophosphate 

as the sodium salt. 


Also available: my-B-pEN (NOT Sustained-Action) 
in ampules and sublingual tablets. 


Ref :())1 , E. D.; Doktor, D., and Sall, J.: 
Angiology 2:405, 1951. (2) Rottino, A.; Boller, R., and Pratt, 
G. H.: Angiology 1:194, 1950. (3) Boller, R.; Rottino, A., 
and Pratt, G. H.: Angiology 3:260, 1952. (4) Pratt, G. H.: 
Surg. Clin. North America 33 :1229, 1953. 


AMES comPANyY, INC - ELKHART, INDIANA 
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When you specify the Zep antibiotic 
of your choice Stress Fortified with 


the B-complex, C and K vitamins 


recommended by the National Research 


Council, be sure to write 


on your prescription 


antibiotics Stress Fortified 
with vitamins include: 


Terramycin-SF 


R 


Te 
Tetracyn-SF 
Brand of tetracycline with vitamins ; 202 $ 
CAPSULES 250 mg. ule, 
ORAL SUSPENSION (fruit flavored) Sy 


125 mg./5 cc. teaspoonful 


Brand of oxytetracycline with vitamins 


The minimum daily dose of each antibiotic (1 Gm. of 
Terramycin or Tetracyn, or 600,000 units of penicillin) 
Stress Fortifies the patient with the stress vitamin formula 
recommended by the National Research Council: 


Ascorbic acid, U.S.P. 300 mg. Calcium pantothenate 20 mg. 
Thiamine mononitrate 10 mg. Vitamin By» activity 4 mcg. 
Riboflavin 10 mg. Folic acid 1.5 mg 


Niacinamide 100 mg. Menadione 
Pyridoxine hydrochloride 2 mg. (vitamin K analog) 2 mg. 
*Trademark 


PFizER LABORATORIES, Division, Chas. Pfizer & Co.,Inc., Brooklyn 6, N. Y. 
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in Lederle’s EXCLUFIL 


Each capsule contains: 
ACHROMYCIN Tetracycline Lederie........ 


Thiamine Mononitrate 
Riboflavin 


Calcium Pantothenate 


LAB 
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ACHROMYCIN SF combines today’s foremost broad- 
pectrum antibiotic with the stress vitamin formula sug- 


» BPsted by the National Research Council. It provides, in 


Single dose, potent anti-infective action plus nutritional 
entation to hasten recovery and convalescence. 


ORE EFFECTIVE. Recently completed clinical 
ials show that powder-filled ACHROMYCIN SF 


|AVAILABLE! ACHROMYCIN with STRESS FORMULA VITAMINS 


LUJFILLED sealed capsules 


TETRACYCLINE ‘ 


Capsules are more rapidly and completely 
absorbed. They contain no oils or paste. 


When you want antibiotic therapy fortified with stress 
formula vitamins for patients with prolonged illness, pre- 
scribe ACHROMYCIN SF for prompt control of infection 
and maximum patient comfort. 


LABORATORIES DIVISION american Cyanamid company PEARL RIVER, N.Y. 
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2 The radiologist saw. . . 
NO MASTOID INVOLVEMENT 


Schiller projection . . . 


Mayer projection... 


Guiding the physician’s hand... 
recording his work for 


reference and research... 


Reproductions of radiographs and color photographs, on this page 
and the next, high-light the discovery of the source of a patient’s 
“trouble,” and the treatment which followed. They show how 
radiography and photography work together . . . radiography, 
assisting in the diagnosis, photography recording today’s pro- 
cedures for tomorrow’s study. 


Stenvers projection... 
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Operative field Exposure of tumor 


Prior to final closure 


Surgery followed... 


Color photographs demonstrate 
procedure, and, together with a 
photographic record of the gross 
specimen and the necessary photo- 
micrographs, they provide a ready 
reference for physician, surgeon, 
teacher and student. 


Photomicrograph X700 


Kodak Blue Brand X-ray Film— 
always dependable, uniform—and 
Kodak x-ray processing chemicals 
meet the most exacting radiographic 
requirements. 


And there’s a Kodak color film for 
every photographic need — Koda- 
chrome Film for miniature and 
motion-picture cameras; Kodak Ektachrome 
Film and Kodak Ektacolor Film, Type B, for 
sheet-film cameras; Kodak Ektacolor Roll Film; 
Kodak Ektachrome Roll Film, Nos. 120 and 
620, for roll-film cameras. 


Order x-ray products from your x-ray dealer, 
photographic products from your photographic dealer. GI 


EASTMAN KODAK COMPANY, Medical Division, Rochester 4, N. Y- 


Gross specimen—glomus jugulare 
or 
< 
2 
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2 Popular Forms with super-potent 
8-hydroxyquinoline benzoate! 


OCTOFEN LIQUID 


For prolonged treatment. Kills T. 
mentagrophytes in 2-minutes flat in 
vitro. No mess, no grease, no stain. 
Fast-drying! 


OCTOFEN POWDER 


For prophylaxis and between liquid 
applications. Contains silica gel to 
keep feet extra-dry and avoid re- 
infection. Baby-skin-smooth and 
non-caking. Cools, soothes and 
relieves tender, irritated feet. 
Guards against foot odors, too! 


OCTOFEN 


You think you’ve got the case licked... 
when back comes the patient for more 
treatment! Either it’s dotmant fungi, 
springing back to life . . . or overtreat- 
ment dermatitis, the result of an over- 
powering caustic... 


Now turn the case over to OCTOFEN 
Liquid and Powder... for definitive 
results! 

OCTOFEN being truly fungicidal 

.. not weakly fungistatic . . . is out to 
kill fungi...not render them somnolent. 
And kill them OCTOFEN does! Not 
just superficially — but at sub-layer 
levels. OCTOFEN’s clinically proven 
formula including 8-hydroxyquinoline 
benzoate does this...penetrating even 
exudate and debris. Highly potent, but 
low in concentration, OCTOFEN is 
gentle, thus minimizing the risk of ex- 
cruciating overtreatment dermatitis. 
For heartening results, backed by 90% 
effectiveness in clinical tests, rely on 
OCTOFEN. 


McKESSON & ROBBINS, INC. 
Bridgeport 9, Conn. Dept. GP 


Please send free samples of OCTOFEN Liquid and Powder. 


McKESSON & ROBBINS 
city. ZONE___STATE___ 
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announcing... 


combined 


corticosteroid-antibiotic 


therapy for 


dermatologic conditions 


... including poison ivy 
and sunburn 


infantile eczema 


SQUIBB FLUDROCORTISONE ACETATE WITH SPECTROCIN (SQUIBB NEOMYCIN-GRAMICIDIN) 


the anti-inflammatory, anti- 
pruritic action* of FLORINEF 
—much more potent than that 
of topical hydrocortisone 


the prophylactic action* of 
SPECTROCIN —effective against 
many gram-positive and 
gram-negative organisms 


*“... secondary infection with pustulation often follow scratching which is induced by the intense itching.” 
Nelson, W. E.: Textbook of Pediatrics, ed. 5, Philadelphia, W. B. Saunders Company, 1950, p. 1516. 


Supply: Florinef-S Lotion, 0.05 and 0.1 per cent, in 15 ml. plastic squeeze bottles. 
Florinef-S Ointment, 0.1 per cent, in 5 gram and 20 gram collapsible tubes. 


Also available: Florinef Lotion, 0.05, 0.1 and 0.2 per cent, in 15 ml. plastic squeeze 
bottles. Florinef Ointment, 0.1 and 0.2 per cent, in 5 gram and 20 gram collapsible 


tubes. 


“FLORINEF-S", "FLORINEF’ AND "SPECTROCIN’ ARE SQUIBB TRADEMARKS 


SQUIBB 


Ointment 
Lotion 
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te YPertension to Progress from mild to Severe, it 
1s all the more important to institute therapy in the early Stages of the disease, 
long before the fundi show any changes, in the aim to 
The 


Rauwiloid—in addition to its own beneficial actions—reduces significantly 


dosage requirements of more Potent hypotensive drugs when used in 
Combination with them. 


"3 Early management, Carried out with the ease and simplicity afforded by 
Rauwiloi » Yields rich Treturns—not Only in the resultant tranquil Sense of 


The dosage of Rauwiloid is definite. -Merely two 2 mg. tablets at bedtime. 
For maintenance, one tablet often Suffices. No Contraindications, no cumu- 
i ions, 


® 
1, Finnerty, F. A, Jr.: The Value of 
Rau Ifia Serpentin. the Hyper. 
tensive Patient. ‘Med, 173629 
(Noy.) 1954, 
M 9. in di. i alen, 
W. P., and - E.: Outpatien 
Hi i Hydralazi 
th. M. J. 47-858 Sept. 
Miller, § 7 Trea “4 
t olfia Se. 
Alone and Combin Ot 
ases, 155:1027 ( uly 


THE First THOUGHT IN 
HYPERTENSION 


thera 
: 00K in the Aim to Arrest Progression 2 
“One has...every Feason to belieye 
In its incipi 
Riker LABORA TORIES INC., tos ANGELES. 
>= 
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HERPES ZOSTER PATIENTS 


because published studies* show: 


“Good to excellent results” in Prompt recovery in more than 
more than 80%, with “almost 90% when Protamide is started 
immediate improvement.” in the first week of symptoms. 


tl 
Why not use frat ? 
v 
. +. for herpes zoster, post-infection neuritis, chickenpox, 
and other nerve root pain such as tabes dorsalis. 0 
A sterile colloidal solution prepared from 2 3 
animal gastric mucosa ... denatured to eliminate b 
protein reaction ... completely safe and 
virtually painless by intramuscular injection, a : 
CLINICAL DATA ON REQUEST ‘ 

*Combes, F. C. & Canizares, (0.: New York St. J. Med. 52:706, 
1952; Marsh, W. C.: Armed Forces M. J, 1:1045, 1950. 
I 
t 
i 


GP Volume XI, Number 6 


+ 
aN 
4 
ag 
T 
Ww 
b 
0 
F 
a 


6 


PERMANENTLY BOUND IN 
BEAUTIFUL BROWN FABRICOID 


This year Abstracts comes of age 
with a regular hard-case book 
binding, with a gold-stamped cover 
of dignified brown simulated leather 
Fabricoid. This improvement was 
inspired by subscriber criticisms 
of the poor “wearing” quality of 
the earlier editions. Here, at last, is 
a really permanent volume, which 
will grace your reference shelf or 
study shelf with dignity for years 
of daily usage. 

There is no other book like this 
in the medical literature. It should 
be in the hands of every general 
practitioner who values the wealth 
of medical knowledge that comes 
out of the AAGP Assemblies. For 
only in this book has that knowl- 
edge been caught, condensed and 
preserved. 

NO INCREASE IN PRICE 

Despite the greatly improved 
binding, the 1955 Abstracts has 
been kept at the same $5.00 per 
copy price (delivered). This has 
been done, by Board directive, in 
the conviction that Abstracts is an 
important service to all members. 


You will be billed on delivery of 
your copy. 


ORDER DIRECT FROM 
AMERICAN ACADEMY OF GENERAL PRACTICE 
BROADWAY AT 34th, KANSAS CITY 11, MO. 


YOUR PERMANENT RECORD 


OF THE 1955 SCIENTIFIC ASSEMBLY fm 


HERE IT IS—the full four days of the finest Assem- 
bly in Academy history, condensed into 300 pages, 
to keep that Assembly at your fingers for years into 
the future. The huge accumulation of -knowledge 
from the Los Angeles Assembly can be of daily help 
to you in your practice — no further : way than your 
reference shelf. 

The essence of 15 lectures, 7 panels and 52 
scientific exhibits, distilled down to quick-study out- 
line form — with literally hundreds of helpful illus- 
trations. The experience and advice of 32 speakers 
and 88 scientific researchers, bound within the covers 
of one handsome reference volume. 


USE THIS COUPON TODAY 


AMERICAN ACADEMY OF GENERAL PRACTICE 
Broadway at 34th, Kansas City 11, Missouri 


Please send me prepaid, on publication, one copy of 1955 ABSTRACTS for which you may 
bill me in the amount of $5.00 upon delivery. 


(Please print clearly) 


Name 
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new... 
faster, 
painless 
treatment of 


Urethritis 


Treatment with Furacin 
Urethral Suppositories ‘does 
away with the pain of urethral 
dilatations and silver nitrate 
applications. Symptomatic im- 
provement has been noticed as 
early as 1 day after beginning 
treatment, and the average 
period of treatment is 13 days. 
The patient can easily use the 
medication at home herself.”* 


*Youngblood, V. H.: J. Urol. 70: 926, 1953. 


Ure 


brand of nitrofurazone, Eaton 


IMlustrations from . . . the 
new patient folder and office 
instruction card which show 
how to easily insert Furacin 
Urethral Suppositories. 
Write for your supply. 


new... 
effectiveness 


in treatment 
of Urethritis 


Of 40 cases of nonspecific 
urethritis, 40 were entirely 
symptom-free or improved. 


‘*The results showed that 
twenty-eight were entirely symp- 
tom-free at the end of the treat- 
ment and twelve improved. 
Many of the patients who were 
improved probably could have 
been termed cured had they 
been seen again. The urethra by 
endoscopic examination in every 
case was improved, though there 
was no close parallelism with 


the symptoms.”’* 


Furacin Urethral Supposi- 
tories contain Furacin 0.2% and 
2% diperodoneHCl (an efficient 
local anesthetic) in a water-mis- 
cible base. 


Box of 12, each suppository her- 
metically sealed in foil. 


hral Suppositories 


EATON LABORATORIES 


NORWICH NEW YORK 


THE NITROFURANS—A UNIQUE CLASS OF ANTIMICROBIALS owl Je prooucts OF EATON RESEARCH 
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Each fluidounce contains: 

Neomycin sulfate . 300 mg. (4% grs.) 

[equivalent to 210 mg. (3% grs.) neo- 
mycin base] 


5.832 Gm. (90 grs.) 
Pectim ..... 0.130 Gm. ( 2 grs.) 
Suspended with methylcellulose 1.25% 
Supplied: 


6-fluidounce and pint bottles 
The Upjohn C 


Kal Michigan 
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Upjohn 


Bacterial 
diarrheas... 


Kaopectate 


with 
omycin 
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SITES OF ACTION 
serrasic 
@ arrcsoune 


SERPASIL® (reserpine ciph 
SERPASIL@-APRESOLINE ydrochioride 
APRESOLINE® hydrochloride (hydralazine 


phydrochloride CiBA) 
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SERPASIL, alkaloid of 
rauwolfia effective in the 
neurogenic forma of Acts cen- 
trally~-tranquilizes, modvrately lowers blood 
preasue siows heart sats. 


Serpasil 


| When combination therapy is indicated: 


SERPASI!L-APRESOLINE, a combination 
product offering convenignes and economy 
in the more eer caaes involving both 


“in more refractory cases requiring further 
“Undividualization of dosage: 


APRIESOLINE contraily and. pertpher- 

olly for a marked antihypertensive effect. 
Increases renal plasmas flow—produces vaso- 
4 dilatation—inhibits substances. 


Apresoline 


Parenteral “ction (for use 

mg. per in 2-mbk ampuis. 
6.2 me. per teaspoonful, 
each containing 0.1 mg. of Serpmail and mg. of Apresoiine. 
q Tablets, each containing 0.2 me. of Serpasil and 50 mg. of Apresoline. 
Tablets, 10 mg., 25: me. 60 mg. end 100 
| mi., 20 mgeper ml. 
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Markedly less toxic 


than either 
potassium iodide 
or Lugol’s Solution, 


AMEND’S SOLUTION is 


iodine in its most effective and 
| safest form. 


Whenever oral iodine 

is indicated, prescribe 
10 to 20 drops of 
AMEND’S SOLUTION 
t.i.d., a.c., in a full glass 
of water. Available in 

2 oz. bottles. 


AMEND’S SOLUTION 


( protein-buffered iodine ) 


Additional information available on request. 


Sha. Leeming Ce Ine 


155 East 44th Street, New York 17, N.Y. 
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A New 
Improved 
Formula 


The Newest Advance 
In Antianemia Therapy 


The new Mol-Iron Panhemic formula in a 
daily dose of 2 small capsules provides: 


@ One U.S.P. Oral Unit of antianemia activity 
fortified with an additional therapeutic amount 
of vitamin B,2 as a further “‘safety factor.” 


@ Folic Acid and Ascorbic Acid—therapeutic 
amounts for those anemias responsive to 
these essential hemopoietic factors. 


e Mol-Iron—clinically established as the 
better tolerated, most effective iron therapy 
known. 


e Essential B-vitamins—to relieve complicat- 
ing nutritional deficiencies. 


Here is the new 
Mol-lron Panhemic formula 


The daily dose of 2 capsules contains: 
Mol-lron (the superior form of 
oral iron)* 

Ferrous Sulfate 

Molybdenum Oxide... 15.4 mg. 


Vitamin Bio with Intrinsic Factor 
Concentrate 1 U.S.P. Oral Unit 


Folic Acid... 5.0 mg. <— doubled 
Ascorbic Acid 150 


Vitamin Bio Activity** 
15.0 mcg.<— added 
“safety factor” 


Thiamine Mononitrate 
4 mg.<— added 


4 mg.<— added 
Nicotinamide... 20 mg.<— added 


*Well-tolerated, more effective 
Mol-iron is an exclusive, patented, 
coprecipitated complex of ferrous 
and molybdenum salts which 
exhibits unique advantages as a 
hemopoietic agent. 


**as derived from Streptomyces 
fermentation extractives. 


Supplied: bottles of 60 and 500 
capsules. 


White Laboratories, Inc. 
Kenilworth, N. J. 
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PHYSIOLOGIC DEBRIDEMENT... 


This is what you can expect Iryplar to do 


: te 
HOU 


selective enzymatic digestion of 
necrotic cells and tissues begins. 


IN MINUTES OR HOURS 


| in certain instances, when Tryptar is prop- 
_. erly applied, it “has digested over 90% of 


INDICATIONS FOR TRYPTAR IN 
AMBULATORY PATIENTS 


e Abscesses 
e@ Burns 


e@ Carbuncles, furuncles 


e Decubitus ulcers (indolent cutaneous) 
e@ Gangrene 
e Hematomas 
e@ Osteomyelitis 
e Sinuses and fistulas 


e Ulcerations 


1. Morani, A. D.: J. Am. M. Women’s A. 9: 313, 1954. 


Tryptar is supplied as a 2-vial prepara- 
tion. One 30 cc. vial contains 250,000 
Armour Units of purified crystalline 
trypsin. The companion vial contains 
25 cc. of Tryptar Diluent; plus a plastic 
adapter to use with a powder blower. 


The Armour Laboratories Brand of Purified Crystalline Trypsin 


THE ARMOUR LABORATORIES 
A DIVISION OF ARMOUR AND COMPANY ~ KANKAKEE, ILLINOIS 
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To help your obese patients reduce and stay re- 
duced, Knox introduced this year a new dieting 
plan based on the use of nutritionally tested 
Food Exchanges.' The very heart of this new 
dietary is a “‘choice-of-foods diet list” chart 
which presents diets of 1200, 1600 and 1800 
calories. 

Each of these diets may be easily modified to 
meet special needs. However, the important 
points for your patients are that the use of this 
chart eliminates calorie counting, permits the 
patient a wide range of food choices and dispels 
that old empty feeling by allowing between-meal 
snacks, 

These advantages should make your manage- 
ment of difficult and average cases easier. If you 
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New Knox Food Exchange Chart 
Eliminates Calorie Counting 


would like a supply of the new Knox charts for 
your practice, just fill in the coupon below. 


1. Developed by the U. S. Public Health Service assisted by 
committees of The American Diabetes A iation, Inc. and The 
American Dietetic Association. 


Chas. B. Knox Gelatine Co., Inc 
Professional Service Dept. GP-6 
Johnstown, N. Y. 


Please send me. copies of the new, color-coded 
 “choice-of-foods diet list” chart. 
YOUR NAME AND ADDRESS: 
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SQUIBB 


a stabilizing agent 
for the mentally or 
emotionally disturbed 


Unlike the barbiturates, RAU-SED is not a 
hypnotic when given in proper dosage 
and will not diminish the patient's alert- 
ness. It may be effectively employed as 
a tranquilizer to relieve tension or 
anxiety in a wide variety of conditions. 


RAU-SED 


SQUIBB RESERPINE 


0.1 and 0.25 mg. tablets, bottles of 100 and 1000 
0.5 mg. tablets, bottles of 50 and 500 
1.0 mg. tablets, bottles of 30, 100 and 500 


2 mi. ampuls for parenteral administration, each 
mi. containing 2.5 mg. *RAU-SED’ IS A SQUIBB TRADE-MARK 
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UNSURPASSED 


HYPOALLERGENIC 


SOYA FORMULA 


MILK-FREE 


FOR INFANTS 


. .- due to exclusive formulation and dramatic new processing 
methods 


e pleasant, bland flavor... no “burned or raw bean” taste 
... color is light, appetizing, ““formula-like.” 


@ exceptionally well tolerated . . . stools satisfactory . . . does 
not cause diarrhea or other gastrointestinal disturbances 
... babies take feedings well. 


@ easy to prepare—1 part Liquid Sobee to 1 part water for a 
formula supplying 20 wleales per fluid ounce. 


e Liquid Sobee® is a well balanced formula, not a mere “soy- 
bean milk’’. . . caloric distribution based on authoritative 
recommendations for infant formulas...no added car- 


bohydrate needed. 


@ new processing methods prevent usual destruction of amino 
acids and important B vitamins . . . Liquid Sobee supplies 
4.8 mg. of iron per quart of normal dilution. 


The important first step in management of infant food sensitiv- 
ities is Liquid Sobee. Because milk is the most common 
offender, !:?.3.4 many physicians start infants on Liquid Sobee 
at the slightest suspicion of food allergy. 


Available in 15% fl. oz. cans 


(1) Butler, A. M., and Wolman, |. J.: Quart. Rev. Pediat. 9: 63, 1954, 
(2) Moore, |. H.: Journal-Lancet 74: 80, 1954. (3) Collins-Williams, C.: 
J. Pediat. 45: 337, 1954. (4) Clein, N. W.: Ann. Allergy 9: 195, 1951. 


LIQUID SOBEE 


MEAD JOHNSON & COMPANY e¢ EVANSVILLE, INDIANA, us... zy 
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CARDIAC EDEMA 
GLAUCOMA 
EPILEPSY 


now benefited by 


Acetazolamide Lederle 


DIAMOX has proved to be a very effective, safe, and convenient oral 
diuretic for use in controlling cardiac edema. In fact, it is now the most 
widely prescribed drug of its type. Recent evidence shows it is useful 
in two other important ways: 


IN EPILEPSY 


DIAMOX suppresses both the frequency and the severity of seizures, 
without apparent direct sedative action. DIAMOX appears to produce 
a relative acidosis in a manner similar to the ketogenic diet, and may 
also have a direct effect on nerve tissue. (1) 


IN ACUTE GLAUCOMA 
significant reduction in intraocular pressure is produced by oral 
administration of DIAMOX. This probably results from a decrease in 
the secretion of aqueous humor. DIAMOx also appears to enhance 
the action ot commonly employed miotics. (2) 


One product... three uses...a versatile therapeutic agent ! 


Available in 250 mg. tablets for oral use 
and 500 mg. ampuls for intravenous use. 


1, Merlis, S.: biAmox: A Carbonic 2. Becker, B.: Decrease in Intraocular 
Anhydrase Inhibitor—Its Use in Pressure in Man by a Carbonic 
Epilepsy. Neurology. 4:11, 863-866 Anhydrase Inhibitor, piamox. Am. 
November 1954. J. Ophth. 37:1, 13-15 January 1954. 


*REG. U.S. PAT. OFF. 


(Lederle ) LEDERLE LABORATORIES DIVISION american Cyanamid company PEARL RIVER, NEW YORK 
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FOR SUPERIOR PERFORMANCE w antisiotic THERAPY 


— effective, safer, more sustained action 


with this newest broad-spectrum antibiotic Your pharmacist has all 


dosage forms of Polycycline 
available for your prescription: 


Polycycline — available in many dos- 
Fd age forms — affords significant clini- 
cal advantages in broad-spectrum 
antibiotic therapy: 


ee Effective in broad range 

— against Gram-positive and Gram- 
negative organisms, certain rickett- 
siae and large viruses. 

Greater tolerance 


— markedly lower incidence and se- 
verity of adverse side effects. 


Greater solubility 


— than chlortetracycline, yielding 


quicker absorption and increased 
diffusion in body fluids and tissues. 


= Greater stability 

— in solution than chlortetracycline 
or oxytetracycline, assuring higher, 
more sustained blood levels. 


* 


Polycycline is a tetracycline pro- 
duced by the unique Bristol process 
of direct fermentation. Its basic 
structural formula is free of a chlo- 
rine atom (present in chlortetracy- 
cline), and of an hydroxyl group 
(present in oxytetracycline). 


When you think 
of Tetracycline, 
think of 


POLYCYCLINE 
SUSPENSION WITH 
TRIPLE SULFONAMIDES 
Coconut oil suspension of tet- 
racycline with three sulfona- 
mides. In concentration of 

125 mg. tetracycline HCl 
with 167 mg. each of 
| sulfa- 
merazine and sul- 
_ famethazine per 
5 cc.; in bot- 
tles of 2 fl. 
oz. 


POLYCYCLINE 
AQUEOUS ‘250’ 
or AQUEOUS ‘125’ 
An aqueous suspen- 
sion ready to use with- 
out reconstitution. 
Stable for 18 months 

without refrigeration. 
Highly palatable, cherry fla- 

vor. As calcium tetracycline 
equivalent to 250 mg. (or 125 

mg.) tetracycline = per 5 
cc.; in bottles of 1 fi. o: 


POLYCYCLINE 
SUSPENSION ‘250’ 


A really palatable oil sus- 
pension, requiring no dilu- 
tion or reconstitution. Needs 
no refrigeration—stable for 18 
months. In concentration of 250 
mg. tetracycline HCl per 5 cc.; 
in bottles of 1 fl. oz. 


For accurate dosage in small 
amounts. In concentration of 100 
mg. tetracycline HCl per cc.; 


For deep intramuscular injec- 
tion. In single-dose vials of 
100 mg. tetracycline HCl 


in bottles of 10 cc. with drop- - 

per calibrated for adminis- per vial. 

tration of 25 mg. or 50 mg. POLYCYCLINE 
INTRAMUSCULAR 


POLYCYCLINE 


PEDIATRIC DROPS Handy form for 


Y oral use, in two po- 
4 tencies of tetracycline 
i’ HCI. In capsules of 100 
i” mg.; in bottles of 25 and % 
Y 100. In capsules of 250 mg.; 
in bottles of 16 and 100. 


POLYCYCLINE 
CAPSULES 


OINTMENT 

WITH 2% XYLOCAINE* 

AQUEOUS (as the base), per gram. 
PEDIATRIC DROPS POLYCYCLINE 
As calcium tetracycline OPHTHALMIC 
equivalent to 100 mg. OINTMENT 


tetracycline HCI per cc.; 
in bottles of 10 cc. with 
dropper calibrated 

at 25 mg. and 50 mg. 


WITH 2% XYLOCAINE* 
—10 mg. tetracycline HCl 
with 20 mg. Lidocaine 
(as the base), per gram. 
ASTRA PHARM. 


PROD. INC. FOR 
LIDOCAINE. 


LABORATORIES INC 
NEW YORK 


(Tetracycline HCI Bristol) 


= ‘ 
CP cunt 
> 
Yyeycline 
Fe 
Va 
= 
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for the treatment of 


AMENORRHEA 
¢ FUNCTIONAL UTERINE BLEEDING 
¢ HABITUAL ABORTION 


the most practical and generally satisfactory 
progesterone dosage form 


More acceptable 
Avoids pain and inconvenience of injection . . . insures 
th se better patient cooperation than any other dosage form. 


——— ae Response is more predictable than with oral, or buccal 
» and sublingual therapy. 


More economical 
Cost is low in terms of greater patient benefits. 


a “Colprosterone” Vaginal Tablets—Brand of progesterone 
3 —a U.S.P. presented in a specially formulated base to insure maximum 
; absorption and utilization. 


Complete dosage regimens for above indications as well as for premenstrual tension and 
lobular hyperplasia are outlined in descriptive literature. Write for your copy. 


Supplied: No. 793—25 mg. tablets (silver foil), boxes of 30. No. 794—50 mg. tablets (gold foil), boxes of 30. 
Each tablet is individually and hermetically sealed. Presented in strips of 3 units, detachable as required. 


AYERST LABORATORIES + New York, N. Y. + Montreal, Canada @ 5518 
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the Resions 


Specifics 


In 


diarrhea 


The Resions offer two effective compounds 
for treatment of almost any diarrheal condi- 
tion found in clinical practice. 

The Resions act by ion exchange... to 
attract, bind and remove toxic materials in 
diarrheas caused by food or bacterial toxins, 
by prolonged use of certain drugs, and in 
general infectious diseases. ? 

The Resions are safe because they are 
totally insoluble and non-toxic. 

Resion therapy will control about 90% of 
common diarrheas. 

Resion P-M-S is intended specifically for 
rapid control of those rare diarrheas caused 
by Gram-negative organisms; to prevent sec- 
ondary bacterial infection; in mycotic diarrhea 
following the use of the broad-spectrum anti- 
biotics, and to inhibit the enteric growth of 
C. albicans (Monilia). 


time-tested, adsorbent effectiveness CONGO MAGIC 

A (Dysentery Fetish ) 
Polyamine methylene resin 10% 
Sodium aluminum silicate.............. 10% scientific magic 
Magnesium aluminum silicate......... 1.25% against diarrhea. 


Resion 


A new formula providing antibacterials to combat bacillary and fungal vectors 


Each 15 cc. contains the REsion formula plus: 


Dosage: Resion—1 tablespoonful hourly 
for 4 doses; then every wt 

awake. Reston P-M-S—1 tablespoonful 
hourly for 3 doses; then 3 times daily. 


Polymyxin-B sulfate........... 125,000 units 
Phthalylsulfacetamide............... 1.0 Gm. 
Para hydroxybenzoic acid esters .. . .0.235 Gm. 


hours while 


THE NATIONAL DRUG COMPANY 
Philadelphia 44, Pa. 


Supplied: Reston, in bottles of 4 and 12 
fluid ounces. REs1on P-M-S, bottles of 4 fl.oz. 
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Tim Jones must stay on Rauvera 
Diagnosis: Moderately severe, chronic, fixed hypertension; arteriosclerosis. 


4 


T. J., nervous tense executive, used to be on Veratrum products, but the high dosage neces- 
sary to control his symptoms caused annoying nausea and occasional vomiting. Now he is 
doing well on Rauvera (1 tablet t. i. d. after meals). The combination therapy of 1 mg. 
alseroxylon and 3 mg. alkavervir per tablet of Rauvera is the best medication for him, be- 
cause it reduces his need for Veratrum and successfully manages his Grade III type of 
hypertension. 


On Rauvera his blood pressure dropped promptly, his headaches disappeared, his pulse rate 
slowed, he is in good spirits. No toxic effects were noted. 


Rauvera® is a preparation. Supplied in bottles of 100, 500, and 1,000 tablets. 
Smith-Dorsey * Lincoln, Nebraska * A Division of The Wander Company 


Tim Jones must stay on Rauvera—for no two hypertensives are alike. 
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For Control of 
Hypercholesteremia in 
CARDIOVASCULAR DISEASE 


ONICHOL effectively reduces elevated 

serum cholesterol levels'? . . . provides objective 
and subjective relief in hypercholesteremic 
patients with cardiovascular disease; biliary 
tract disease and diabetes mellitus.! 


1. Albert, A., and Albert, M.: Texas State J. Med. 
50: 814 (Dec.) 1954. 


2. Sherber, D. A., and Levites, M. M.: J.A.M.A. 
152: 682 (June 20) 1953. 


MONICHOL* 


(Polysorbate 80, Choline, Inositol—the new physio-chemical complex) 


normalizes cholesterol metabolism 


IVES-CAMERON 
COMPANY 


PHILADELPHIA 2, PA. 
*Trademark 
Supplied: Bottles of 12 fl. oz. ® 


(Literature available) 
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Multivitamins for children 2 to 10 


UNIQUE FORM 


melts in the mouth 


PLEASANT TASTING 


SUPPLIED: 
TTLES OF 50 and 100 


4 
: 
fia Calcium Pantothenate 3mg. _ | 


for petit mal epilepsy 


MILON TIN 


(METRYLPHENY LSUCCINIMIDE, PARKE- -DAVIS) 


A drug of eheice for.control of petit attacks 

of definite? ielp mm some cases of psychomotor 
“epilepsy... nontoxic few and 

“mild side effects. 

In patients with mixed grand mal- petit mal epilepsy, 

MILONTIN may be used in conjunction with Dilantin® 


Sodium (diphenylhydantoin sodium, Parke- -Davieg or 
Dilantin Sodium with Phenobarbital. 


MILONTIN Kapseals, 0.5 Gm., bottles of 100 onl 1,000. - 
Now also available as Milontin Suspension (250 mig; per 
4-cc. tsp.) in 16-ounce bottles. Literature on 


: 
— 


Julia Miller does well on Rautensin 
Diagnosis: Hypertension Grade II, tachycardia 


J. M., active clubwoman, 55, has a moderately high blood pressure and a very rapid heart 
rate which have been considerably reduced after 35 days on Rautensin (mixed Rauwolfia 
alkaloids —the alseroxylon fraction) on a schedule of 2 tablets (4 mg.) daily, taken at 
one time before retiring. Now Julia is much calmer and happier than all last year. Later 
on she will probably do well on a 1 tablet (2 mg.) daily maintenance dose. No postural 
hypotension and only minor side effects (stuffy nose) have been observed. 


Rautensin* is a preparation. Supplied in bottles of 100, 500, and 1,000 tablets. 
Smith-Dorsey * Lincoln, Nebraska * A Division of The Wander Company 


“TRADE MARK 


Julia Miller does best on Rautensin—for no two hypertensives are alike. 
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DESITIN OINTMENT achieved “signifi- 
cant amelioration” or practically 
normal skin in 963%4% of infants 
and children suffering intense 
edema, excoriation, blistering, 
maceration, fissuring, etc. of con- 
tact dermatitis. This and other re- 
cent studies recommend Desitin 
Ointment as “safe, harmless, sooth- 
ing, relatively antibacterial”...... 
protective, drying and healing.” 


samples and reprint’ available from 


DESITIN CHEMICAL COMPANY 


70 Ship Street e Providence 2, R. |. 


new 3 year study’ shows 


“beneficial effect” of 


DESITIN 


OINTMENT 


the pioneer external cod liver oil therapy 


in extensive dermatitis, diaper 


rash, severe intertrigo, 
chafing, irritation (due to 
diarrhea, urine, soaked diapers, etc.) 


Desitin Ointment is a 
non-irritant, non-sensitizing 
blend of high grade, crude 
Norwegian cod liver oi! (with 
its high potency vitamins A and 
D, to benefit local metabolism,! 
and unsaturated fatty acids in 
proper ratio for maximum 
efficacy), zinc oxide, talcum, 
petrolatum, and lanolin. Does 
not liquefy at body temperature 
and is not decomposed or 
washed away by secretions, 
exudate, urine or excrements. 
Dressings easily applied and 
painlessly removed. Tubes of 
1 oz., 2 oz., 4 0z.; 1 Ib. jars. 


“9 1, H. G., Heimer, C. B., and Grayzel, R. W.: New 
St. J. M.’53:2233; 1953. 


C. B., Grayzel, G., and Kramer, B.: Archives 
of Pedia latrics 68-382, 195 


3. H. T. C., Bobroff, A., and Leviticus, 
nd. Med. & Surgergy. 18:512, 1949. 


4. rchony R: New York St. J. M. 50:2282, 1950. 
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Phenobarbital —the sedative par excel- 

lence—is now available in the unique 

Robins’ Extentabs dosage form, as 
‘Stental Extentabs’. 


Each Stental Extentab contains % gr. 
phenobarbital, one-third of which is re- 
leased promptly on ingestion, and the 
balance gradually and evenly, to provide 
smooth, sustained sedation over a 
period of 10 to 12 hours...thus avoid- 
ing repeated dosage during the day, 
or awakening at night for additional 
medication. 


A. H. ROBINS CO., INC. * Richmond 20, Virginia 
Ethical Pharmaceuticals of Merit since 1878 


a new Robins’ Extentab fore 
: 


for happy travel 


O NAM Ni E.. 


Brand of meclizine hydrochloride 


BONAMINE CHEWING TABLETS—the only 


chewing 
motion-sickness medication which 
tal ets (1) is pleasantly mint flavored, acceptable to 


children and adults who dislike taking pills 
(2) is rapidly effective (most of the medication 


is extracted by 5 minutes of chewing) 
the NEWEST (3) requires no water for administration 
e e (4) promotes salivation and maintains the 
prescription for normal downward gastrointestinal gradient. 
Well-tolerated BONAMINE is uniquely 
travel freedom effective in a single daily dose. Notably 
free from side reactions. 
from 


BONAMINE medication is also indicated for the 
. > control of vertigo associated with vestibular 
motion sickness and labyrinthine disturbances, cerebral 
arteriosclerosis, radiation therapy, Meniére’s 
syndrome and fenestration procedures. 


BONAMINE CHEWING TABLETS contain 25 mg. 
of Bonamine each and are supplied in packets 
of 8, individually wrapped. 


Also supplied as BONAMINE TABLETS of 25 mg. 
each, scored and tasteless, in boxes of 8 and 
bottles of 100 and 500. 


*Trademark 
PFIZER LABORATORIES, Brooklyn 6, N. Y. 


Division, Chas. Pfizer & Co., Inc. 
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Joe Smith is on Crystoserpine 
Diagnosis: Emotionally disturbed; labile hypertension Grade I 


J.S., greatly agitated individual, is now on Crystoserpine (crystalline reserpine-Dorsey), 
1 tablet of 0.25 mg. q. i. d. because he is emotionally disturbed, nervous, ambitious but 
often frustrated. His work means unrelenting pressure, and as 2 result he developed a 
mild, labile hypertension (Grade 1). After three weeks of therapy he is a calm, tranquil 
individual. His blood pressure and slightly elevated pulse rate are down to normal. At no 
time did Crystoserpine cause postural hypotension or toxic effects. Now his family can 
“live” with him. 

Crystoserpine* is a preparation. Supplied in bottles of 100, 500, and 1,000 tablets. 
Smith-Dorsey * Lincoln, Nebraska * A Division of The Wander Company 


* TRADE MARK 


Joe Smith does best on Crystoserpine—for no two hypertensives are alike. 
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@ more complete Sproduct for the 
treatment of ey tract infections 


to provide rapid and high 
in the urine. 


blood levels. 


3. AZODYNE* to provide fast symptomat 
relief, making the patient more comfortable. 


* Stuart brand of Phenylazo-Diaminopyridine HCI 


ONE TABLET CONTAINS: 
SULFAMETHYLTHIADIAZOLE 125 mg. 
SULFADIAZINE 125 mg. 
AZODYNE 75 mg. 


Effective low sulfa dosage 


USUAL DOSE: Initially 4 tablets, 
then 2 tablets 4 times daily. . 


SUPPLIED: BOTTLES OF 100 TABLETS AT ALL PHARMACIES 


ae 
Sulfadiazine + Azoe 
SULFAMETHYLTHIADIAZOLE 
op 
2. SULFADIAZINE de at 
fo provide adequate 
G 


dramatically effective in... 


@ acute and chronic diarrheas 
@ celiac syndromes 

@ marasmus 

e other critical conditions 


PROBANA 


THERAPEUTIC INFANT FORMULA 


RELIEVES Symptoms of both acute and chronic 
diarrheas, often within 24 hours 


PROVIDES protein, fat and sugars in a form that 
infants with impaired digestion and oo 
metabolic handicaps can utilize 


Clinical evidence attests Probana’s effectiveness in 
acute and chronic diarrheas,!:26 pancreatic fibro- 
sis,3-4 celiac disease,35 marasmus and steatorrhea 
due to various causes,‘:5 and other critical conditions | 
of infancy.® 
Probana® contains a generous amount of protein } 
of exceptional digestibility; well tolerated fat; and 
carbohydrate largely as simple sugars, with negli- 
gible starch. 

REFERENCES: (1) Eigel, E.: Personal communication. (2) Stephens, 

LeR. J.: Personal communication. (3) Hiatt, R. B., and Wilson, P. E.: 

Surg., Gynec. & Obst. 87: 317, 1948. (4) Andersen, D. H.: Pediatrics 3: 


406, 1949; Personal communication, 1948. (5) An- 
dersen, D. H., and di Sant’ Agnese, P. A.: True or 


\ Idiopathic Celiac Disease, in Brennemann: Practice 
I PRO BANA of Pediatrics, Hagerstown, Md., W. F. Prior Co., | i 
constituents caloric distribution vol. 1, chapter 29, 1952. (6) Vignec, A. J.: Personal a 
communication, 1952. | 
powdered protein (Mead) | 
casein hydrolysate 10% — ‘4 yo Write for literature on Probana 
banana powder 20% 
dextrose 20% 


One measure of Probana to 2 ounces of water makes a formula supply- 
ing 20 calories per fluid ounce. 


carbohydrate 47% | 
| 
In convenient, powdered form. 1 Ib. cans. | 


| 


MEAD JOHNSON & COMPANY ¢ EVANSVILLE, INDIANA, U.S.A. MEAD) 
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REPORT 


The spotlight of research is being turned on Lecithin —a natural phospholipid 


Physiologic Role of Phospholipids 


Phospholipids or phosphatides (lecithin, cephalin, sphingomyelin) are eliciting increased interest ‘ 
in medicine because they apparently are intimately connected with fat metabolism, and especially 
the transport of lipids in the blood. They are considered to function as emulsifying agents and 
stabilizers for fats and fat-like substances, such as cholesterol, in the blood serum. 

How vital this function is will be evident from a view generally held by investigators that 
instability of the lipids in the serum-lipid emulsion is one of the most important contributing 
causes of atheromatous deposits in vessel walls. 

An excellent source of lecithin is Glidden’s “RG” Oil-free Soya Lecithin, a highly purified extract 
containing a minimum of 95% phospholipids. It is packed in a specially designed 8 oz container 
to maintain its purity and freshness and is available at your drugstore. 

Dosage: Investigators of lecithin have used quantities from 7.5 to 30 grams daily in divided doses. 
(3 teaspoonfuls equal 7.5 grams.) 

Administration: “RG” Lecithin is presented in palatable granules which may be taken plain, in 
milk, or sprinkled on cereal. 


Literature available on request. 


. P. B.: J. Exper. Med. 92:299 (Oct. 1) 1950. © 2. Schettler, G.: Klin, Wchn- 
8 M. M.; Garn, S. M. and Lerman, J.: Circulation 2:205 (Aug.) 1950. @ 4, Ahrens, 
Med. 90:409 (Nov. J) Boyd, E. M.: Proc. & Trans. Roy. Soc. Canada 

led. 93: 


and 
31: 11 (May) 1937. 6. M. M., : Geriatrics 9:157 (April) 1954. 7. Kellner, A.; 
Correll, J. W., and Ladd, A. T. J. Exper. 385 thea iy ist. 


GLIDDEN LECITHIN 


THE GLIDDEN COMPANY e CHEMURGY DIVISION 
1825 North Laramie Avenue, Chicago 39, Illinois 


Glidden} 
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Salicylates and cortisone have com- 


plementary action when combined ... 


Smaller doses of each are sufficient to 
produce a therapeutic response equiv- 
alent to massive cortisone therapy. 
With smaller doses, side effects are 
absent, thus permitting SALCORT 
therapy over a_ prolonged period. 
THERE ARE NO WITHDRAWAL 
PROBLEMS WITH SALCORT. 


Salcort provides safe, dependable re- 
lief in arthritic affections. Early func- 
tional improvement and a sense of well 
being are significant in a large per- 
centage of patients. 


Each tablet coniains: 


Cortisone Acetate 2.5 mg. 
Aluminum Hydroxide Gel, dried........ 0.12 Gm. 


(equivalent to 59 mg. ascorbic acid) 


professional literature and sample 
available on request 


THE S. E. MASSENGILL COMPANY 
BRISTOL, TENNESSEE 
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bbott’s non-“caine” surface anestham 


minimizes your patients’ chance of a dermatitis reaction. 
it adequately relieves pain and itch without sacrificing 


its degree of safety. / Called TRONOTHANE, this new drug 


offers a negligible ratio of irritation 


to the skin. In over 1,420 published cases'*> and 
some 14,000 cases reported privately to Abbott, toxicity was 


absent and irritation or sensitization negligible 


even in patients already sensitized 


to other anesthetics. / TRONOTHANE’s unusual structure 


provides especially low toxicity and sensitization per se. 


And since TRONOTHANE bears no chemical resemblance 


a to existing local agents 
ve cross-reactions are unlikely. Use TRONOTHANE 


in your own practice soon. Indications 


are listed on the next page. Obbott 


bu 


cream 


| (Pramox Abbe 


| 


\ 


ae for 
for painful episiotomy hemorrhoids anal fissure 
rectal surgery pruritus ani pruritus vulvae ‘ 
in 
Potty Mod ., 
various itching dermatoses é 
burns and sunburns insect bites abrasions on 
rectal examination during labor 
postpartum cracked nipples 


tracheal or Levin tube insertion 


BLIOBRA PHY 
jelly 
LF 


| 
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Now, you can prescribe an antibiotic (Fi/mtab 


EryTHROCIN) that provides specific therapy against 
<i ‘ staph-, strep- or pneumococci. Since these 
organisms cause most bacterial respiratory infections 
(and since they are the very organisms most sensitive to 
COCCLLY’ COMLOULS ERYTHROCIN) doesn’t it make good sense to 


prescribe ERyYTHROCIN when the infection is coccic? 


Erythrocin 


(Erythromycin Stearate, Abbott) 


STEARATE 


Since ERYTHROCIN is inactive against gram- 
with Litth of negative organisms, it is less likely to alter intestinal 
flora—with an accompanying low incidence of side 


4 CK0Uudg bide off Ce effects. Also, your patients seldom get the allergic 


reactions sometimes seen with penicillin. Or ae 


loss of accessory vitamins during ERYTHROCIN 


therapy. Filmtab EryTHROcIN (100 


and 200 mg.) bottles of 25 and 100. Obbott 
| 
| 

Erythrocin 


(Erythromycin Stearate, Abbott) 


STEARATE 


®Filmtab—Film sealed tablets; patent applied for Me 


| 


unexcelled among sulfa drugs... 


SULFAS 


All Sulfas are not Triple Sulfas! 


for Highest Potency « Wide Spectrum 
Highest Blood, Plasma & Tissue Levels 
Safety * Minimal! Side Effects** Economy 


*Few therapeutic agents, 

and none of the other sulfas, 
can claim the same degree of 
freedom from toxic side effects 
offered by the Triple Sulfas. 
The use of only a fractional 
dosage of each component sulfa 
drug reduces the possibility of 
undesirable side effects to an 
absolute minimum. No case of 
agranulocytosis has been reported 
resulting from their use. 


Because they are so well 
tolerated, because of their 

wide spectrum of effectiveness 
and their outstanding economy, 
the Council-accepted Triple Sulfas 
are now more widely used than _ 
any single sulfa drug. 


Triple Sulfas, alone or in 
combination with certain other 
agents, are available from leading 
pharmaceutical manufacturers 
under their own brand names. 

on their behalf. 


Meth-Dia-Mer Sulfonamides 


ASK ANY MEDICAL REPRESENTATIVE ABOUT THE 
TRIPLE SULFA PRODUCTS HIS COMPANY OFFERS! 


inna american Cyanamid company Fine Chemicals Division, 30 Rockefeller Plaza, New York 20, N. Y. 
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diagnostic x-ray unit 


with “dial-the-part’’ Automation 


it’s called ““Anatomatic” 

Dramatically simple automation of radiographic control which, 

even in unskilled hands, closely approaches the goal of 

“a good picture every time.” 

no charts, no calculations 

Automatically sets up optimum technic the instant you “dial-the-part” . . . 
it’s possible to make good radiographs with it without.even knowing the 
meaning of kilovoltage and milliamperage. 

all you do is... 

(a) Dial the body part on a part-selector scale 


(b) set its measured thickness on another scale 
(c) press the exposure button. 


and a new table that’s a joy to use 
An advanced x-ray table that combines long-famed Century 
ease-of-operation with a new “forward look’’ that fairly breathes prestige. 


PICKER X-RAY] CORPORATION 
25 South Broadway,| White Plains, N. Y. 


get the story from your local Picker representative 


You'll find him under “Picker X-Ray” in the classified section of your 
local ‘phone book: or write us at 25 So. Broadway, White Plains, N. Y. 


dt on. “easy. onthe burse” rice! 


A 


A 


is — 
PICKER the 
announces 
atom ewe 
an aa 
j 
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LIVITAMIN® with IRON 
each fluidounce contains: 


Iron 
420 m 


(Equiv. in clomnental iron to 70 mg.) 


mg 
10 mg. 


5 mg. 


1 Gm. 


LIVITAMIN® CAPSULES with 
INTRINSIC FACTOR 

each capsule contains: 


0 m 
(Equiv. to 25 me. of elemental iron) 
Thiamine hydrochloride. ......... 


Pyridoxine hydrochloride 

0.5 mg. 

Calcium 


1/6 Unit 


diatrics 


convalescence 


. « « the reconstructive iron tonic of 
wide application . . . 


LIVITAMIN 


WITH IRON 


In debilitation, syndrome therapy instead of symptom 
treatment is required. Livitamin (Massengill) provides 
comprehensive therapy and adequate nutritional support. 
The appetite improves, as does the blood picture... 
improved anabolism and better digestion produce a signifi- 
cant syndrome reversal. 


...in pernicious anemia and geriatrics... 


LIVITAMIN 


CAPSULES WITH INTRINSIC FACTOR 


Intrinsic factor is essential to provide full utilization of 
antianemic and nutritional factors in P. A. and many 
Geriatric patients. Livitamin Capsules with Intrinsic Factor 
(Massengill) contain intrinsic factor, U.S.P., iron and the 
B-complex vitamins. This integrated medication provides 
an optimal response in these difficult patients. 


THE S. E. MASSENGILL COMPANY 
BRISTOL, TENNESSEE 
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nber 6 


brand of oxytetracycline and hydrocortisone 


ophthalmic suspension 


when the 
ophthalmologic 
picture 


is due to. 
e 


Terra-Cortril Ophthalmic Suspension rapidly clears 
both underlying inflammation and superimposed infection through the com- 
bined actions of CorTRiL°— most potent anti-inflammatory adrenocortical 
steroid;' and TERRAMYCIN*— broad-spectrum antibiotic “highly successful 
against many varieties of organisms” encountered in ophthalmologic practice.” 
supplied: in amber bottles of 5 cc., with sterile eye dropper, containing 5 mg. 
TERRAMYCIN (oxytetracycline hydrochloride) and 15 mg. Cortrit (hydrocortisone 


acetate) per cc. of sterile suspension. also available: Cortrit Acetate Ophthalmic 


Ointment and Cortrit Tablets. 
1. Rukes, J. M., et al.: Metabolism 3:481, 1954. 2. Cannon, 


E. J., and Leopold, I. H.: A.M.A. Arch. Ophth. 47:426, 1952. 
PFIZER LABORATORIES ‘Pfizer Division, Chas. Pfizer & Co., Inc. Brooklyn 6, New York 
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= 
double sure 
3 


they all say 
it’s amazing! 


Everywhere it’s shown, the reaction is the same: 
It’s amazing! With the BasalMeteR, you—or 
your nurse—can give accurate tests right in 
your own office. No slide rules or wheel calcu- 
lators; no graphs or charts; no conversions or 
slope lines. You set dials for age, height, weight 
and sex. Then, at conclusion of test, you press, 
a button and read the BMR. 


THE LIEBEL-FLARSHEIM 
BASALMETER 


BASAL METABOLISM 


| 


fo 


THE LIEBEL-FLARSHEIM CO. 
Cincinnati 15, Ohio 
Gentlemen: 
Please let me have... without obligation... 
a copy of the 6-page brochure ““BMR and 


A BOON TO YOUR PRACTICE! 
Find out NOW how this simpler, better 
BMR unit can benefit your practice. 


% YOU,” describing the new L-F BasalMeteR. 
jell details... f 
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STRIKING RESULTS OBTAINED WITH 
“MYSOLINE’ IN GRAND MAL SEIZURES 
AND PSYCHOMOTOR ATTACKS. 


Composite results of 20 clinical studies* show that “Mysoline” employed alone 
or in combination with other anticonvulsants is highly effective in controlling 
epileptic seizures. 


In patients previously untreated “Mysoline” employed alone produced com- 
plete control of grand mal seizures in 172 of a total of 214 patients (80 per cent) ; 
psychomotor attacks were brought under control in 19 of 29 (65 per cent). 


In patients refractory to other anticonvulsants “Mysoline” produced marked 
improvement to complete control of grand mal seizures in 428 of 613 patients 
(nearly 70 per cent). In the group with psychomotor attacks a similar response 
was obtained in 75 of 130 patients (over 57 per cent). “Mysoline” was added to 
current medication and in some cases this was replaced by “Mysoline” alone. 


“Mysoline” is singularly free from serious toxic effects. 


Side effects when they occur are usually mild and transient tending to disappear 
as therapy is continued or dosage is adjusted. Supplied in 0.25 Gm. tablets (scored) 
— bottles of 100 and 1,000. 


*References will be supplied on request. 


“MYSOLINE. 


Brand of Primidone 


IN EPILEPSY 


Ayerst Laboratories New York, N.Y. Montreal, Canada 


Ayerst Laboratories make “Mysoline” available in the United States by arrangement with Imperial Chemical 
(Pharmaceuticals) Limited. $558 
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No matter how you measure it, AUREOMYCIN can 
claim a distinguished record: in terms of published 
clinical trials—there are more than 7,000; as for 
actual doses administered — the figure is more 
than a billion. 


But the most significant fact is told by time. For 
seven years, AUREOMYCIN has been in daily use, 
repeatedly employed by thousands of physicians 
throughout the world. Again and again, it has 
proved to be a reliable broad-spectrum antibiotic; 
well-tolerated, prompt in action, effective in con- 
trolling many kinds of infection. 


A CONVENIENT DOSAGE FORM FOR 
EVERY MEDICAL REQUIREMENT 


HYDROCHLORIDE 
Chlortetracycline HC] 


LEDERLE LABORATORIES DIVISION amenscaw Gpanamid company Pearl River, New York 


* rave “MARK 
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3 TYPES OF PERSISTENT PAIN 


with psychic side effects 


As the conditions that cause these types of pain persist, 
the patient becomes more and more preoccupied with his 
pain. The depression, nervous tension and anxiety that 
nearly always accompany such pain combine to intensify 
and prolong it. 

‘Daprisal’ relieves these psychic aspects of pain because 
it provides the mood-ameliorating effect of Dexamyl* 
(Dexedriney and amobarbital). It brings about a feeling 
of energy and weil-being, and restores optimism. 
‘Daprisal’ works to relieve the pain itself because it pro- 
vides the combined analgesic effect of acetylsalicylic acid 
and phenacetin, potentiated by amobarbital. 


DAPRISAL* 


for the relief of pain and psychic side effects of pain 
Smith, Kline & French Laboratories, Philadelphia 1 


FORMULA: Each ‘Daprisal’ tablet contains ‘Dexedrine’ 
Sulfate (dextro-amphetamine sulfate, S.K.F.), 5 mg.; amo- 
barbital, 4% gr. (32 mg.); acetylsalicylic acid, 2% gr. 
(0.16 Gm.); phenacetin, 24% gr. (0.16 Gm.). 


*T.M. Reg. U.S. Pat. Off. 
tT.M. Reg. U.S. Pat. Off. for dextro-amphetamine sulfate, S.K.F. 
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ANTRENYL®-PHENOBARBITAL 


depresses gastrointestinal motility 


... gastric acid secretion 
...Mervousness and irritability so 
common in the ulcer diathesis 


SUPPLIED: Antrenyl-Phenobarbital Tablets 
(scored), each tablet containing 5 mg. 
Antrenyl and 15 mg. phenobarbital. 


Other forms: Tablets, 5 mg. Syrup, 5 mg. 
per 4-ml. teaspoonful. Pediatric Drops, 
1 mg. per drop. 


Antrenyl® bromide (oxyphenonium bromide CIBA) 


f { | tI { 
= 
. 
SUMMIT, N. J. 
2/2059M 
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Whenever TAR therapy is indicated... 


THE WIDELY ACCEPTED TAR PREPARATION 
matoses—and Tarbonis provides tar in its most agreeable form. A 


Tar continues to be the preferred therapy in a wide range of der- 
special hydrophilic base makes it cosmetically acceptable. Tarbonis 
is easy to apply, quickly absorbed—no staining or soiling. 


INDICATIONS: 


Eczema Seborrhea 
Infantile eczema Intertrigo 
Psoriasis Pityriasis 
Folliculitis, Tinea cruris 


and other dermatoses. 


FORMULA: 
5% crude coal tar extract in an absorbable, non- 
staining hydrophilic base. In 214 oz. and 1 Ib. jars. 


When ACUTE itching is a complication 


STAR 


In those dermatoses where acute itching ag- 
gravates the condition, Histar brings prompt re- 
lief. Histar provides basic coal tar therapy plus 
topical anesthesia to control itching. Histar has 
the same cosmetic elegance and patient acceptance 
as Tarbonis. 


cream 


INDICATIONS: 
Pruritus ani, pruritus vulvae, and other pruritic conditions. 


FORMULA: 


5% crude coal tar extract and 2% pyrilamine maleate in an absorbable, non-staining hydrophilic 
base. In 214 oz. and 1 Ib. jars. é 


REED & CARNRICK 


JERSEY CITY 6. NEW JERSEY 


‘Gils 
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HydroCortone’ 


Patients with hay fever show 
decided improvement within 24 hours 


_ MAJOR ADVANTAGES: Greater anti-allergic = than corti 


2 smaller doses produce equivalent therapeu 


HyYpDROcORTONE is one of the most effective agents 
available for combating the distressing symptoms 
accompanying hay fever and vasomotor rhinitis.’ 
However, systemic hormonal therapy should be 
reserved for those cases which fail to respond to 
less potent medication, or which are accompanied 
by asthma. In suitable candidates, steroid ther- 
apy produces prompt relief in a high percentage 
of patients. Tapering off of dosage is desirable 
since this may prelong the duration of remission 
after therapy is discontinued. 


"respons 


SUPPLIED: ORAL—HypRocoRTONE Tablets: 20 
mg., bottles of 25, 100, and 500 tablets; 10 mg., 
bottles of 50, 100, and 500 tablets; 5 mg., bottles 
of 50 tablets, 


y. SHAR? 

DOHME 

Philadelphia 1, Pa. 
DIVISION OF MERCK & CO., INc. 


1, LUKENS, F. D. W., The Medical Uses of Cortisone, The Blakiston Company, Inc., New York, pp. 331, 341, 1954. 
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Gastric Hyperacidity: eticlogy 


People being people, environmental factors contribu- 
tory to gastric hyperacidity are hard to remove, even 
when their role is clearly defined. But, the physician 
has a sure, simple—even pleasant—way of relieving 
the acid distress caused by: 

¢ dietary indiscretion 

* nervous tension 

* emotional stress 

¢ food intolerances 

* excessive smoking 

alcoholic beverages 
Gelusil promptly and effectively controls the exces- 
sive gastric acidity of “heartburn” and chronic indi- 
gestion. And it affords equally rapid relief in peptic 
ulcer. Sustained action is assured by combining mag- 
nesium trisilicate with the specially prepared alumi- 
num hydroxide gel. 


Free from constipation : Gelusil’s aluminum hydrox- 
ide component is specially prepared: the concentra- 
tion of aluminum ions is accordingly low; hence the 
formation of astringent—and constipating —alumi- 
num chloride is minimal. 


Free from acid rebound: Unlike soluble alkalies, 
Gelusil does not over-neutralize or alkalinize. It main- 
tains the gastric pH in a mildly acid range—that of 
maximum physiologic functioning. 


Dosage— 2 tablets or 2 teaspoon‘ uls two hours after 
eating or when symptoms are pronounced. Each tab- 
let or teaspoonful provides: 744 gr. magnesium trisili- 
cate and 4 gr. aluminum hydroxide gel. 


Available — Gelusil Tablets in packages of 50, 100, 
1000 and 5000. Gelusil Liquid in bottles of 6 and 12 
fluidounces. 


Gelusil® 


Antacid Adsorbent 


WARNER-CHILCOTT 


J 
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an ideal first aid treatment 
to prevent 
wound infection 


in 


abrasions 
lacerations 
brush burns 


Soluble Dressing 


brand of nitrofurazone, Eaton 


OUTSTANDING ADVANTAGES OF FURACIN AS A TOPICAL ANTIBACTERIAL 


used topically only—dees not interfere with future systemic antibacterial medication 


wide range of antibacterial activity e low incidence of sensitization 
negligible tissue toxicity e facilitates healing by control of mixed infections 
minimizes malodor and drainage e effective in blood, pus, serum 
negligible development of bacterial resistance 
water soluble vehicles e no foreign body reaction—nonmacerating 


stable on the lesion—stable in the package e economical 


Furacin Soluble Dressing, Solution and Soluble Pow- 
der contain Furacin 0.2% in water-soluble vehicles 


which dissolve in exudates. 
Furacin Soluble Dressing is now available in conve- EATON LABORATORIES 
nient 2 oz. tube. 

NORWICH + NEW YORK 


KEEP A TUBE IN YOUR BAG 


THE NITROFURANS—A UNIQUE CLASS OF ANTIMICROBIALS onl Jp PRODUCTS OF EATON RESEARCH 
0 
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ESPECIALLY 


FOR INFANTS = 
ALLERGIC TO 
ANY INTACT 
PROTEIN... 
goat’s 
milk 
allergy 


NUTRAMIGEN 


the hypoallergenic formula with predigested protein 


All the constituents of Nutramigen®— protein, carbohydrate, 
.* fat, vitamins and minerals—are hypoallergenic. Nutramigen 
+ does not just substitute one type of protein for another, as 
do goat’s milk and soybean preparations. Protein in Nutra- 
migen is provided in predigested form, as a casein hydrolysate 
(Amigen®). The protein molecules have been broken down 
to amino acids and small peptides, which permits absorption 
without allergic reaction. 


Nutramigen is therefore valuable for infants sensitive either 
to milk protein or to other common food allergens. It is an 
ideal food for use in elimination diets. Nutramigen has also 
been used effectively in digestive disturbances. 


Nutramigen is easy to use... just mix with water. It is 
supplied in 1 pound cans, with a special measure enclosed. 
One packed level measure to 2 ounces of water makes a 
formula supplying 20 calories per fluid ounce. 


For the vast majority of allergic infants, whose protein sensi- 
tivities are due to cow's milk, specify LIQUID SOBEE—Mead's 
hypoallergenic soya formula. 


MEAD JOHNSON & COMPANY - EVANSVILLE, INDIANA, U.S.A. MEAD) 
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soybean 
allergy 


Effective in Every Type of Vaginitis 


Possesses all the advantages of 
the ideal vaginal anti-infective 


AVC 
(Cream) 


Product A 


(Liquid or 
Jelly) 


Product B 


(Powder or 
Insert) 


Improved cream 


Product C 
(Jelly) 


Efficiency 


Provides broad- 
spectrum attack 
against: bacteria, 
monilia, and trich- 
omonads. 


Effective against 
trichomonads 


only. 


Not effective 
against monilia. 


Effective against 
monilia only. 


Convenience 


Convenient plas- 


tic applicator. 


Requires 2 dosage 
forms: liquid and 
jelly. 


Requires office 
treatment and 
home administra- 
tion. Special 


douches recom- 


mended. 


Disposable appli- 
cator. Therapy is 
expensive. 


Duration of 
Therapy 


1 month, or 1 
menstrual cycle. 


Through 2° men- 
strual periods. 


Through 3 men- 
strual periods, 
then during men- 
ses only for 2 ad- 
ditional months. 


20 days—therapy 
is short provided 
vaginitis is due to 
monilia only. 


Stain 


No 


No 


No 


Yes 


AVC Improved contains: 


Sulfanilamide . . 
9-Aminoacridine 
Allantoin 


THE NATIONAL DRUG COMPANY 
Philadelphia 44, Pa. 
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fileased le announce 


(OTHE M&R AWARD (Q) ) 


PRESENTED BY THE M & R LABORATORIES 


fr Che lwo most signyficant scientific articles 


TWO EQUAL AWARDS OF ONE THOUSAND DOLLARS EACH 
WILL BE PRESENTED ANNUALLY TO TWO MEMBERS OF THE ACADEMY 
BY A SPECIAL AWARDS COMMITTEE 
APPOINTED BY THE BOARD OF DIRECTORS OF 


THE AMERICAN ACADEMY OF GENERAL PRACTICE 


NOTE: OFFICERS OF THE ACADEMY, DIRECTORS, AND MEMBERS OF 


THE PUBLICATION COMMITTEE, ARE INELIGIBLE FOR THIS AWARD 
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Premenstrual Tension and 
Functional G-U Disorders 


Stabilizer of the entire Autonomic Nervous System 


Ergotamine tartrate 0.3 mg. 
Bellafoline 0.1 mg. 
Phenobarbital 20.0 mg. 


Adult Dosage: 4 to 6 tablets daily. 


Sandoz 


SANDOZ 
PHARMACEUTICALS 


HANOVER, N. J. 
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MAY WE SUGGEST: 


When DIARRHEA proves 


recalcitrant to treatment, try 


DONNAGEL 


(Dennatal with Kaolin and Pec‘in Compound) 


Donnagel is building an extraordinary record 


of clinical success, even in stubborn cases, 
whether organic, functional or “emotional”. 

Its unique formula comprehensively embraces 
the gastrointestinal adsorbents and detoxicants 
kaolin and pectin, with the proven spasmolytic- 
sedative properties of ‘Donnatal’, and the 
superior antacid action of dihydroxy aluminum 


aminoacetate ...in a highly palatable suspension. 


Each 30 cc. of Donnagel contains: 


Hyoscyamine Sulfate 0.1037 mg. 
Atropine Sulfate 0.0194 mg. 
Hyoscyamine Hydrobromide 0.0065 mg. 
Phenobarbital (1% gr.) 16.2 mg. 
ie Kaolin (90 gr.) 6.0 Gm. 
Pectin (2 gr.) ° 130.0 mg. 
Dihydroxy aluminum 
2 aminoacetate (742 gr.) 0.5 Gm. 


A. H. ROBINS CO., INC. - RICHMOND 20, VIRGINIA 


Ethical Pharmaceuticals of Merit since 1878 


WY lf 

ae Robins ¥ 

ins 

For all ages... all seasons... 

> 

GI 

Tye 


9 OUT OF 10 ANEMIC PATIENTS CAN BE TREATED WITH 


Hematinic 


Each PERIHEMIN Capsule contains every known hemopoietic factor: 
Vitamin B,, with Intrinsic Factor Concentrate... U.S.P. Oral Unit; 
Vitamin B,, (additional). ..5 mcgm.; Ferrous Sulfate (Exsiccated)...192 mg.; 
Folic Acid. ..0.85 mg.; Ascorbic Acid (C)...50 mg.; 
Insoluble Liver Fraction...50 mg. 


Two forms: Capsules and JR Capsules for children. JR Capsules 


are approximately one-quarter the potency of this formula. 
Either form in bottles of 100 and 1,000. 


LEDERLE LABORATORIES DIVISION american Cyanamid company PEARL RIVER, NEW YORK 


*REG. U.S. PAT. OFF. 


A LA 
m 
ion. 
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Areas of Clinical Study [ One of a Series 


ANEMIA OF 
PREGNANCY 


Maintenance of normal blood values during pregnancy 
is a factor in the welfare of the mother at delivery and 
in preventing anemia in the infant. Improvement in the 
patient’s vitality and emotional stability during gesta- 
tion can also be achieved. 


RONCOVITE, the original, clinically proved cobait-iron 
product, has introduced a wholly new concept in the pre- 
vention and treatment of anemia. It is based on the unique 
hemopoietic stimulation produced only by cobalt. The 
application of this new concept routinely in pregnancy 
practically insures against the development of iron- 
deficiency; its use has also led to marked, dramatic ad- 
vances in the successful treatment of many of the anemias. 


In a recent clinical study of anemia in pregnancy, Holly} 
reports: 

—about 80 per cent of normal patients manifest significant 
decreases in hematologic values during pregnancy. 


—conversely, 90 per cent of pregnant women maintained 
hemoglobin levels of 12 Gm. per cent or over when given 
Roncovite (iron-cobalt therapy). No other medication 
tested was so successful. 


—in fact, 63 per cent of these Roncovite treated patients 
delivered with the unusually satisfactory level of 13 Gm. 
per cent hemoglobin. 


—Roncovite (iron-cobalt therapy) has proven to be the 
most effective hematinic for maintaining an adequate 
hemoglobin level. 


RONCOVITE IS A SAFE DRUG 


In ee “No toxic manifestations associated with 
its use have been observed.”! 


In of them showed harmful effects 
dune the large doses.. 


In ES I studies of rats that 
sesseed cobaltous chloride...reveaied no significant de- 
generative changes in parenchymal organs as evidence of 
toxicity.” 


SUPPLIED: 
RONCOVITE TABLETS 


_Each enteric coated, red tablet contains: 


Cobalt chloride 
Ferrous sulfate exsiccated... 0.2 Gm. 
RONCOVITE-OB 
Each enteric coated, red capsule-shaped 
tablet contains: 
Cobalt chloride..... 
Ferrous sulfate exsiccated. . . 
250 Units 
RONCOVITE DROPS 
Each 0.6 cc. (10 drops) provides: 
Cobalt chloride 

(Cobalt 9.9 mg.)........... 40 mg. 


DOSAGE: 

One tablet after each meal and at bed- 

time. Children 1 year or over, 0.6 cc. 

(10 drops); infants less than 1 year, 

0.3 cc. (5 drops) once daily diluted with 

water, milk, fruit or vegetable juice. 

1. Holly, R. G.: Anemia in Pregnancy, 
Obstet. & Gynecol. 5 :562 (April) 1955. 

2. Quilligan, J. J., Jr.: Texas State J. 
Med. 50: 294 (May) 1954. 

3. Hopps, H. C.; Stanley, A. J., and 
Shideler, A. M.: Polycythemia In- 
duced by Cobalt, Amer. J. Clinical 
Path. 24: (Dec.) 1954. 


Bibliography of 192 references 
available on request. 


RONCOVITE 


The original, clinically proved cobalt-iron product 


LLOYD BROTHERS, ING. 
Cincinnati, Ohio 


In the Service of Medicine Since 1870 


GP Volume XI, Number! 


| 
| 
ee 
i 
| 
1 
1 
1 
q 
1 % 
4 
1 
1 
1 
i 
i 
1 
| 
H 
1 
1 
7 
i 
i 
4 
1 


establishing 
desired 


eating patterns 


and the 60-10-70 Basic Diet 


Correct medication is important in initiating control 
that leads to development of good eating habits, 
essential in maintaining normal weight.'?* 


Obedrin contains: 


Methamphetamine for its anorexigenic and mood- 
lifting effects. 

Pentobarbital as a corrective for any excitation 
that might occur. 


Vitamins B, and B, plus niacin for diet supple- 
mentation. 


Ascorbic acid to aid in the mobilization of tissue 
fluids. 


Obedrin contains no artificial bulk, so the hazards 
of impaction are avoided. The 60-10-70 Basic Diet 
provides for a balanced food intake, with sufficient 
protein and roughage. 


Semoxydrine HCl (Metham- 
phetamine HCl) 5 mg.; Pen- 
tobarbital 20 mg.; Ascorbic 
acid 100 mg.; Thiamine HCI 
0.5 mg.; Riboflavin 1 mg.; 
Niacin 5 mg. 


1. Eisfelder, H. W.: Am. Pract. 
& Dig. Treat., 5:778 (Oct.) 
1954. 

2. Sebrell, W. H.,Jr.: J.A.M.A., 
152:42 (May) 1953. 

3. Sherman, R. J., M.D.: Med- 
ical Times, 82:107 (Feb.) 1954. 


60-10-70 Diet pads, Weight Char, THE S. E. MASSENGILL COMPANY 


and samples of Obedrin. Bristol, Tennessee 
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from an editorial in the J.A.M.A. 
(156:991, Nov. 6, 1954): 


Oral broad spectrum antibiotiy therapy 
may cause infection with Candida albicans 


A new concept in 
antibiotic therapy 


antibacterial therapy 


antifungal prophylaxis 
one capsule 


Each Mysteclin capsule, containing 250 
milligrams of tetracycline hydrochloride 
and 250,000 units of nystatin, costs the 
patient only a few pennies more than does 
tetracycline alone. 


Minimum adult dose: 1 capsule q.i.d. 
Supply: Bottles of 12 and 100. 


MYSTECLIN 


SQUIBB TETRACYCLINE —NYSTATIN 


antibacterial - antifungal 


*MYSTECLIN’ IS A SQUIBB TRADEMARK SQuiIsBB 


GP Volume XI, Numberé 


q 
| 
4 
‘ 
q 
j 


Pyridium 


(PHENYLAZO-DIAMINO-PYRIDINE HCl) 


Gratifying relief from urinary 
distress in a matter of minutes 


EFFECTIVE — In a clinical report covering 118 
cases of pyelonephritis, cystitis, prostatitis 
and urethritis,! Pyriprum relieved or abol- 
ished pain and burning in 93 % of the patients 
and decreased or eliminated nocturia in 83.7% 
of the cases. 

NONTOXIC— Analgesia from PyripIum is re- 
stricted to the urogenital mucosa. Concomi- 
tant administration of Pyripium and 
sulfonamides or antibiotics is often desirable 
to relieve pain in the interval before the anti- 
bacterials can act. 

PHYSIOLOGICAL — Through its local analgesic 
action, Pyriprum helps relax the sphincters, 
thus facilitating emptying of the bladder. 


PSYCHOLOGICAL— The characteristic orange- 
red color of Pyriprum in the urine is often 
an immediate assurance to the patient of 
prompt action. 

SUPPLIED—in 0.1 Gm. (11% gr.) tablets, vials 
of 12 and bottles of 50, 500, and 1,000. 


Pyripium is the registered trade-mark of Nepera Chemical Co., 
Inc., for its of phenylazo-diamino-pyridine HCl. Sharp 

Dohme, Division of Merck & Co., Inc., sole distributor in the 
nited States. 


SHARP & DOHME 


PHILADELPHIA 1, PA. 
DIVISION OF MERCK @ CO.., INc, 


REFERENCE: 1. Kirwin, T. J.. Lowsley, O. S., and Menning, J., Am. J. Surg. 62:330-335, December 1943. 
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IMPORTANT BENEFITS: Well-tolerated, fast-acting urinary analgesic. : 
th sulfas and antibiotics. 
confined to GU tract. Compatible with sulfas GNTDIONCs. 


When you specify the Pfizer, antibiotic 
of your choice Stress Fortified with 
the B-complex, C and K vitamins 


recommended by the National Research 
Council, be sure to write S | ' 
on your prescription 


antibiotics Stress Fortified 
with vitamins include: 


Terramycin-SF 


Brand of oxytetracycline with vitamins 
CAPSULES 250 mg. 


Tetracyn-SEk 


Brand of tetracycline with vitamins 
CAPSULES 250 mg. 

ORAL SUSPENSION (fruit flavored) 
125 mg./5 cc. teaspoonful 


The minimum daily dose of each antibiotic (1 Gm. of 
Terramycin or Tetracyn, or 600,000 units of penicillin) 
Stress Fortifies the patient with the stress vitamin formula 
recommended by the National Research Council: 


Ascorbic acid, U.S.P. 300 mg. Calcium pantothenate 20 mg. 
Thiamine mononitrate 10mg. Vitamin By, activity 4 mcg. 
Riboflavin 10 mg. Folic acid 1.5 mg 


Niacinamide 100 mg. Menadione ‘ ‘ 
Pyridoxine hydrochloride 2 mg. (vitamin K analog) 2 mg. 
*Trademark 


PFIZER LABORATORIES, Division, Chas. Pfizer & Co.,Inc., Brooklyn 6, N. Y. 
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THE LIVER 


High blood-sugar peaks during the day often mar otherwise 
“ideal” diabetic control... Such peaks may represent periods 
in which injected insulin is not able to render “cell-permeable” 
sufficient dextrose for immediate cell requirements. 


Excessive deamination of amino acids may be expected as a 
consequence, and in turn, a deficiency of amino acid-lipotropic 
precursors may result. 

Thus, these two well established facts may be related: 


@ Lipotropic deficiency results in abnormal deposits 
of fats in the liver and arteries. 


@ Diabetics are prone to develop fatty livers and 
atherosclerosis. 


When ideal control cannot be secured, Gericaps may aid your 
management by preventing the disturbance of lipid metabolism. 


G ericaps 


Trade Mark 


@ High potency lipotropics combine directly with 
fats to form phospholipids which are required to 
transport fat to normal body areas. 

And in addition: 


@ Prophylactic measures against retinopathy are 
provided by rutin and vitamin C. 


@ Gericaps supplements the diet with vitamin A and 


For literature write: B Complex. 


The Complete Lipotropic Formula 


Detroit, Michigan Usual Dose Three Capsules Daily 
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Mead Johnson 
and Company 


— 


announces tts annual 
Awards for Graduate Training 


in General Practice 


Continuing progress in American medicine depends 
on how well today’s students, interns and residents 
are fitted for their challenging tasks. Every possible 
means of developing their skills and knowledge must 
be pursued. 


In this spirit, the annual Mead Johnson & Company 
Awards for Graduate Training in General Practice are 
made available. The awards make possible a year 
of residency training for interns who are planning 
careers as general practitioners. 


The Scholarship Awards Committee appointed by the 
Board of Directors of the American Academy of 
General Practice selects the candidates and admin- 
isters the funds. As with all its Scholarship Awards, 
the role of Mead Johnson & Company is limited 
solely to the provision of funds. 


Mead Johnson & Company considers it an honor to 
play even a small part in the over-all program devoted 
to developing tomorrow’s leaders in medicine. 


MEAD JOHNSON & COMPANY 


EVANSVILLE, INDIANA, U.S.A. 
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COMPLETE 
IRON-PLUS 
THERAPY 
FOR THE 
ANEMIAS 


2 IBEROL FILMTABS SUPPLY: 


Elemental tron............. 210 mg. 
(as Ferrous Sulfate) 


BEVIDORAL®. ..1 U.S.P. Oral Unit 
(Vitamin By2 with Intrinsic Factor 
Concentrate, Abbott) 


Liver Fraction 2, N.F. .... 
Thiamine Mononitrate 


Pyridoxine Hydrochloride 3 mg. 
Pantothenic Acid 6 mg. 


LES 
OF 100, 


1000 


FILMTABS 


Ascorbic Acid............ 150 mg. 
: 
606188 


Index to Products 


BOOKS 
Antimicrobial Therapy (Davis) 


New Books from Mosby Press (Mosby) 136 


Special Diet Recipes (Gerber) 
Weight Control Booklet (National 


DIETARY 

Food Exchange Chart (Knox) 
Liquid Sobee (Mead Johnson) 
Modified Milk (Baker) 
Mull-Soy (Borden) 
Nutramigen (Mead Johnson) 
Probana (Mead Johnson) 
Similac (M & R) 


Strained and Junior Foods (Gerber) . . 


EQUIPMENT 

Autoclaves (Pelton & Crane) 
Basal Meter (Liebel-Flarsheim) 
Century (Picker X-Ray) 


44 


EK-2 Electrocardiography (Burdick) .161 


Instrument Financing (Aloe) 
Kodak Blue Brand X-ray Film 


Minimax (Mattern) 

Permapaper (Sanborn) 

Rectal Instruments (Welch Allyn). . . 
Redux (Sanborn) 


32 


Safti-Dropper (Mead Johnson) .4th Cover 


PHARMACEUTICALS 


Achromycin SF (Lederle) 
Amend’s Solution (Leeming) 


Antrenyl-Phenobarbital (Ciba) . . .31, 243 


Aureomycin (Lederle) 

A.V.C, (National Drug) 

Bellergal (Sandoz) 

Beminal (Ayerst) 

Bilron (Lilly) 

Biopar (Armour) 

Bonamide (Pfizer) 

Caroid and Bile Salts 
(American Ferment) 

Casec (Mead Johnson) 

Chobile (Irwin, Neisler) 

Colprosterone (Ayerst) 

Compocillin (Abbott) 

Convertin (Ascher) 

Cremosuxidine (Sharp & Dohme). . . 

Crystoserpine (Smith-Dorsey) 

Cyesicaps (Lederle) 

Dainite (Irwin, Neisler) 


Daprisal (Smith, Kline & French). . . 242 


Dayalets (Abbott) 

Decholin with Belladonna (Ames). . . 
Desbutal (Abbott) 

Desitin Ointment (Desitin) 

Dexamy] (Smith, Kline & French)... . 


262 


15 
18 


PHARMACEUTICALS (cont.) 

Diamox (Lederle) 

Diaparene Peri-Anal (Homemakers’). 46 
Donnagel (Robins) 


Doriden (Ciba) 160, 166, 174, 185 


Dylephrin (Irwin, Neisler) 

Ergoapiol (Martin H. Smith) 

233, opp. 233 
168 


Erythrocin (Abbott) 
Felsol (American Felsol).......... .. 
Florinef-S (Squibb) 
Folbesyn (Lederle) 
Folic Acid (American Cyanamid). . . . 
Furacin Soluble Dressing (Eaton)... .247 
Furacin Urethral Suppositories (Eaton) 206 
Furacin Vaginal Suppositories (Eaton) 169 
Furadantin (Eaton) 
Gelusil (Warner-Chilcott) 
Gentia-Jel (Westwood)............. 156 
Gericaps (Sherman) 
Gitaligin (White) 
Glu-Sal (Warren-Teed) 
Gynetone (Schering)......... 
HP Acthar Gel (Armour)........... 
Hormones (Schering) 
Hydro Cortone (Sharp & Dohme)... 
Iberol (Abbott) 
Kaopectate with Neomycin (Upjohn) . 207 
Koagamin (Chatham) 46 
Koromex Jelly, Cream 
(Holland-Rantos) 
Livitamin (Massengill) 
Maxitate (Strasenburgh) 
Meratran (Merrell) 
Mesopin P-B (Endo) 
Metamine with Butabarbital (Leeming) 174 
Methischol (U.S. Vitamin) 
Meticorten (Schering). . .5, 142-143, 181 
Milibis Suppositories 
(Winthrop-Stearns) 
Milontin (Parke, Davis) 
Mol-Iron Panhemic (White) 
Mol-Iron Tablets (White) 
Monichol (Ives-Cameron) 
Mulcin (Mead Johnson) 
Multihist APC (Smith-Dorsey) 
Mulvidren (Stuart) 
Mumps Vaccine (Lederle) 
My-B-Den (Ames) 
Mysoline (Ayerst) 
Mysteclin (Squibb) 
Natalins (Mead Johnson) 
Neocyten (Central) 
Neo-Sedaphen 
(Carroll Dunham Smith) 
Nidar (Armour) 
Nitranitol R. S. (Merrell) 2nd Cover 
Noludar (Hoffman-La Roche) ...opp. 36 
Novahistine (Pitman-Moore) 
Obedrin (Massengill) 
OBron (Roerig) 
Octofen (McKesson & Robbins) 


PHARMACEUTICALS (cont.) 
Peincillin-SF (Pfizer) 178, 197, 258 
Pentoxylon (Riker) 
Perihemin (Lederle) 
Phenergan (Wyeth) 
Piptal (Lakeside) 
Polio Vaccine (Pitman-Moore) . 
Polycycline (Bristol) 
Poly-Vi-Sol (Mead Johnson) .. . 4th Cover 
Premarin with Methyltestosterone 
(Ayerst) = 
Protamide for Neuritis (Sherman)... 
Prydonnal Spansule 
(Smith, Kline & French)... . 
Pyridium (Sharp & Dohme)... . 
Rau-Sed (Squibb) 
Rautensin (Smith-Dorsey) 
Rauvera (Smith-Dorsey)..... . . 
Rauwiloid (Riker) 
Redisol (Sharp & Dohme).......... 
Resion P-M-S (National Drug). . 
RG-Lecithin (Glidden Co.).......... 
Roncovite Giloyd)... 
Salcort (Massengill) 
Seepasil (Ciba). ..........-. . 138-139 
Serpasil-Apresoline (Ciba)... . . 
Serpasil-Elixir (Ciba) 
Silicote (Arnar Stone) ey 
Stental Extentabs (Robins)......... 
Sterosan (Geigy) 
Stresscaps (Lederle) 
Suladyne (Stuart) 
Syndrox (McNeil) 
Tarbonis (Reed & Carnrick)........ 
Tensodin (Bilhuber-Knoll).......... 
Terra-Cortril (Pfizer) 
Terramycin-SF (Pfizer) . . . .178, 197, 258 
Tetracyn-SF (Pfizer) 178, 197, 258 
Thiosulfil (Averst) 
Tricoloid with Phenobarbital 
(Burroughs Wellcome) 
Triple Sulfas (American Cyanamid). .254 
Triva (Boyle) 33 
Tri-Vi-Sol (Mead Johnson)... . 4th Cover 
Tronothane (Abbott) 
Tryptar (Armour) 
Tyzine (Pfizer) 
Unitensen (Irwin, Neisler) 
Vallestril (Searle) 
Veratrite (Irwin, Neisler) 
Vi-Syneral (U.S. Vitamin) : 
Xylocaine Jelly 
Xylocaine Ointment (Astra)... ....- 
Xylocaine Viscous (Astra) 
Zymelose (Glidden) 
Zymenol (Glidden) 


MISCELLANEOUS 
Ace Bandage (Becton, Dickinson). ... 
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Index to Advertisers 


Abbott Laboratories 
15, 144-145, 186-187, 
232, opp. 232, 233, 261 
Welch Allyn, Inc 
A. S. Aloe Company 
American Cyanamid 


American Felsol Co 
American Ferment Co... . 
The Ames Company, Inc. 
18, 196 
The Armour Laboratories 
39, 157, 212, 263 
Arnar-Stone Laboratories, 


Astra Pharmaceutical! 
Products, Inc..19, 188, 194 
Ayerst Laboratories 
16, 162, 184, 217, 239 
Baker Laboratories 
Becton, Dickson & 
Company 
Bilhuber-Knoll Corp... . . 
The Borden Company... . 
Boyle & Company 
Bristol Laboratories, Inc. 
opp. 216 
The Burdick Corporation 161 
Burroughis Wellcome & Co.200 
Carroll Dunham Smith 
Pharmacal Company. . . 156 
Central Pharmacal 
Company 
Chatham Pharmaceuticals, 


Ciba Pharmaceutical 
Products Co. 22-23, 31, 
138-139, 160, 166, 174, 
185, 208-209, 243 
F. A. Davis Company . . . . 167 
Desitin Chemical Co... . .224 
Eastman Kodak Company 
opp. 200 
Eaton Laboratories 
40, 169, 206, 247 
175 
Endo Products, Inc 
Geigy Pharmaceuticals. . . 
Gerber Products Company 44 
Otis E. Glidden & Co., Inc.158 
The Glidden Company. . .230 
Hoffman-La Roche, Inc. 


Irwin, Neisler & Com- 

43, 164, 171, 189 
lves-Cameron Company . .220 
Chas. B. Knox Gelatine 

Company 
Lakeside Laboratories 
3rd cover 
Lederle Laboratories 6, 160, 
167, 198-199, 216, 
240-241, 253, 264 


GP june 1955 


Thos. Leeming & Co., 


The Liebel-Flarsheim Co. .238 
Eli Lilly and Company 

54, 158, 176 
Lloyd Brothers, Inc 
McKesson & Robbins, Inc.201 
McNeil Laboratories, 


M & R Laboratories 

The S. E. Massengill 
Company. . . .231, 236, 255 

F. Mattern Manufacturing 


Mead Johnson & Company 
12, 26-27, 172, 215, 
229, 248, 4th cover 
The Wm. S. Merrell Com- 
pany....140-141, 2nd cover 


National Dairy Council... 53 
The National Drug 


Parke, Davis & Company 222 
Pelton & Crane Company . 159 
Pfizer Laboratories 45, 178, 
197, 226, 237, 258 
Picker X-Ray Corporation 235 
Pitman-Moore Company 


Reed & Carnrick 
Riker Laboratories, Inc. 
47, 203 
A. H. Robins Go., Inc. 
225, 252 
J. B. Roerig and Company, 
1 


Sanborn Company 

Sandoz Pharmaceuticals. . 

Schering Corporation. . . .5, 
142-143, opp. 152, 181, 


G. D. Searle & Co 
Sharp & Dohme, Inc. 
162, 177, 245, 257 
Sherman Laboratories 
204, 259 
Smith-Dorsey 
180, 219, 223, 227 
Smith, Kline & French 
Laboratories... .8, 154, 242 
Martin H. Smith Company 38 
E. R. Squibb & Sons 
20, 202, 214, 256 
R. J. Strasenburgh Co.... 14 
The Stuart Company 221, 228 
The Upjohn Company. . . 207 
U. S. Vitamin Corporation 


Warner-Chilcott 
The Warren-Teed 
Products Company 
Westwood Pharmaceuticals 
156 

White Laboratories, Inc. 

4, 168, 211 
Winthrop-Stearns, Inc.... 2 
Wyeth Laboratories. .170, 183 


Each Biopar tablet contains: 
Crystalline Vitamin By2 U.S.P..... 6 meg. 
Intrinsic Factor 


Bottles of 30 tablets 


THE ARMOUR LABORATORIES 
A DIVISION OF ARMOUR & COMPANY © KANKAKEE, ILLINOIS 
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New phosphorus-free 
prenatal dietary supplement! 


Cyesicaps Prenatal Dietary Sup- 
plement provide both mother and 
child with needed vitamins and 
minerals. Calcium is supplied as 
calcium lactate, the most readily 
assimilated form. This phospho- 
rus-free formula, requested by 
many obstetricians, is indicated 
throughout pregnancy and lac- 
tation. Cyesicaps are dry-filled, 
soft-gelatin capsules (an exclusive 
Lederle development!) and cause 
no oily aftertaste. 


Recommended dosage: 1 to 2 
capsules, 3 times daily. 


CYESICAPS 


Prenatal Vitamin-Mineral-Capsules 
Six capsules supply: 


Calcium Lactate, 3720 mg.; Calcium Se beet tate), 600 mg. 40% MDM: Intrinsic Factor Con- 
mg.; Vitamin he 6000 L Units (150%, M D U.S8.P. 


cen , 400 U 
10% M Thiamine Mononitrate 1.5 mg. (150° 3 
{ p le MDR); Nisethamide, 15 mg.; Vitamin Bia, 6 misrogranas: Ascorbic Acid (C), 150 mg. (500% 
.U.; Iodine (as KI), 0.1 : 


iccated), 1 
tng. (100% MDB); Fluo 
.9 mg.; mg.: Manganese (as Mn 0.3 m 
RADE-MARK 0.9 mg.: Molybdenum (as 2H20), 0.15 mg.; Zine (as Zno), "0. 5 mg. MDR— 
Minimum daily requirement during pregnancy and lactation. 


LEDERLE LABORATORIES DIVISION amenscaw Cyanamid company Pearl River, New York 
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NOW... PIPERIDOL ACTION 


for peptic ulcer painzspasm 


cholinolytic 


relief day and night* 


WITH 
e minimal effect on bowel and bladder 


e normalized gastric secretion 


e normalized gastrointestinal tonus 
and motility 


*1 tablet t.i.d. before meals and 1 or 2 tablets at bedtime 


-FrIONEERS IN PIPERIDOLS 
,Inc., Milwaukee 1,Wisconsin 
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New safety 
and convenience 


in vitamin supplements 
for infants 


The new, unbreakable plastic ‘Safti-Dropper’-— another 
Mead first in modern packaging—won’t chip or break . . . 
even if the infant bites it . . . even if twisted or bent. 
This improvement provides new safety and convenience 
in giving vitamin solutions directly into the mouth— 
the preferred way. 


The new unbreakable 
‘Safti-Dropper’ is available with 


POLY-VI-SOL / TRI-VI-SOL 


Six essential vitamins Vitamins A, D and C 


Clear, free-flowing and good-tasting, both Poly-Vi-Sol® and 
Tri-Vi-Sol® are readily accepted without coaxing and leave 
no unpleasant aftertaste. Stable at room temperatures . 

assuring the protection you prescribe. 


Each 0.6 cc. itamin | Vitamin | Ascorbic 
supplies: O D acid Thiamine | Riboflavin | Niacinamide 


5000 1000 50 m; lm 0.8 m 6m 

5000 1000 

TRI-VI-SOL units | units 


50 mg. 


Available in 15 cc., 30 cc. and economical 50 ce. bottles, each with 


5 O75 individually sealed in sanitary cellophane wrapper. 


MEAD JOHNSON & COMPANY - EVANSVILLE, INDIANA, U.S.A. MEAD) 


4 

4 

if 

4 
: 

ite 
} 
- 
: 
Wee 

ay i 


ve 


L 
id 


